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Cushing, H.: Experiences with Orbito-Ethmoidal 
Osteomata Having Intracranial Complications; 
with a Report of Four Cases. Surg., Gynec. & 
Obst., 1927, xliv, 721. 


Cushing reports four cases of orbito-ethmoidal 
osteoma with intracranial complications. In the 
first case, that of a man 23 years of age, the osteoma 
was clinically mistaken for a meningioma of the 
olfactory groove. Transfrontal osteoplastic explora- 
tion disclosed an intradural projection of the oste- 
oma. The tumor was removed through the roof of 
the orbit with unavoidable opening of the ethmoid 
- cells. The operation was followed by cerebrospinal 
rhinorrhoea and death from infection and meningitis. 

The second case was that of a man 22 years of 
age who gave a history of convulsions and recurrent 
orbital infections. A lateral craniotomy had been 
done previously for drainage of an infected (?) 
aerocele. Attempted exposure of the tumor by the 
author was blocked by an infected frontal sinus. 
Further surgical intervention was delayed. A 
ventricular pneumatocele with nasal rhinorrhea 
then developed and death resulted from meningitis 
four years after the onset of the symptoms. 

In the third case, that of a man 41 years of age, 
a huge intracranial pneumatocele of unexplained 
origin was exposed and emptied at operation. The 
pneumatocele then recurred. A second operation 
revealed an ethmoidal osteoma and alongside it a 
minute canal connecting the ethmoid cells with the 
adherent leptomeninges, whereby the pneumatocele 
could be inflated. The tumor was removed and the 
canal closed by the implantation of fascia. The 
patient recovered. 

The fourth case was that of a man 35 years of 
age. A transfrontal osteoplastic craniotomy re- 
vealed an orbito-ethmoidal osteoma with an intra- 
dural projection and an intracerebral mucocele. 
The tumor was removed through the roof of the 
orbit with opening of ethmoidal cells. Closure 
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was effected with a fascial stamp. Uncomplicated 
recovery resulted. 

The author states that the first two of these 
patients died because of a lack of knowledge con- 
cerning the relation of the osteoma to the intra- 
cranial symptoms. One died from infection due to 
failure to close off the communication between the 
meninges and the nasal cavity at the conclusion of 
the operation and the other as the result of surgical 
procrastination. 

In Cushing’s opinion, it is best to remove ethmoidal 
osteomata as soon as they are revealed by the X-ray. 

The lesion under consideration arises apparently 
from the ethmoid cells. Therefore it would sup- 
posedly lie in the province of, and be detected pri- 
marily by, those who specialize in diseases of the 
nose and throat. As a matter of fact, the secondary 
symptoms usually send the patient first to the 
ophthalmologist, and in the past the ophthalmolo- 
gist has courageously and often successfully attacked 
the lesion from in front with the removal of at least 
its intra-orbital portion. 

It is evident, however, that certain of these eth- 
moidal osteomata, perhaps the majority of them, 
ultimately lead to intracranial complications of one 
sort or another. Consequently they may fall into the 
hands of those whose special training makes them 
more familiar with the cranial chamber than with 
the orbit or the recesses of the nasal air passages. 
So do our surgical specialties overlap. Since no 
surgeon can possibly foretell into what difficulties 
or into what adjacent and unfamiliar regions his 
chosen speciality may lead him, the patient will be 
safeguarded only when all who engage in surgical 
specialization have a thorough preliminary ground- 
ing in the principles of general surgery. 

Car- R. M.D. 


Dickinson, A. M.: Injuries to Stenson’s Duct. 
N. York State J. M., 1927, xxvii, 548. 


Stenson’s duct or the ductus parotideus is from 
5 to 6 cm. long. At its origin in the parotid gland 
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its lumen is about the size of a crow quill, but at the 
point where it opens into the mouth, its caliber is 
considerably reduced. ‘The duct wall is quite dense 
and moderately thick. The duct arises from numer- 
ous branches in the anterior part of the parotid 
gland. Its course is across and superficial to the 
masseter muscle. At the anterior border of the 
Jatter it turns inward sharply and passes into the 
substance of the buccinator muscle. It then pierces 
the buccinator, runs obliquely forward between 
the muscle and the oral mucous membrane, and 
opens upon the inner surface of the cheek opposite 
the second upper molar tooth. In crossing the mas- 
seter muscle, it commonly receives the duct of the 
socia parotidis, which is frequently a separate 
glandular structure. 

As a result of section of Stenson’s duct, a very 
distressing condition is created in which the saliva 
drains out on the cheek. Primary repair of the duct 
should always be attempted as in some instances it 
is followed by very gratifying results. Secondary 
repair is much more difficult and its results are not 
always so satisfactory. If successful repair is not 
accomplished, a salivary fistula is formed. Salivary 
fistula commonly persist until death unless infec- 
tion of the gland occurs. Infection of the gland 
may be so severe as to require incision and drainage 
of the gland. In some cases resolution may ensue 
and be followed by atrophy of the gland, a for- 
tunate termination of the condition. 

Probably the most satisfactory and _ easiest 
method of dealing with fistula of this portion of the 
duct consists in converting the external fistula into 
an internal one. The end of the upper segment of 
the duct is pushed through the mucosa of the 
mouth, the parotid secretions being thereby 
drained into the oral cavity instead of onto the 
cheek. Difficulty is often encountered in locating 
the distal end of the severed duct, but if a filiform 
or small probe is passed up the duct from the oral 
cavity, its location becomes manifest. The proximal 
end of the duct can often be located by watching 
for the site of appearance of the saliva. Careful 
suture of the severed ends of the duct should be 
undertaken if it is at all possible. Surprisingly 
satisfactory results occasionally follow such at- 
tempts. Morris H. Kann, M.D. 


EYE 


Traquair, H. M.: Visual Field Changes in Preg- 
nancy. Brit. J. Ophth.. 1927, xi, 271. 

The hypothesis that bitemporal hemianopia in 
pregnancy is due to the pressure of the physio- 
logically enlarged pituitary gland is rejected by 
the author because he has been unable to find in 
pregnant women those field changes which might 
be expected to correspond to the signs of early 
pituitary tutor, ie., a normal periphery with a 
quadrantal change easily demonstrable by colored 
or small white objects in the region of to to 4o 
degrees from the fixation point. The theory appears 
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to be refuted also by the fact that in typical bi- 
temporal hemianopia due to pituitary tumor a 
scotoma is always present in the central part of the 
upper outer quadrant unless the growth has been 
very slow, whereas in the cases of pregnancy studied 
no such scotoma was found. 

However, Traquair believes there is ample posi- 
tive evidence for the psychical origin of the field 
changes in pregnancy. GrorGe R. McAuuirr, M.D. 


Fisher, J. H., Martin, P., Lawson, Sir A., Browning, 
H., and Others: Discussion on the Value of 
Recent Methods of Treatment in the Late 
Stages of Ocular Syphilis. Proc. Roy. Soc. Med., 
Lond., 1927, xx, 951. 


FISHER’S impressions regarding the value of 
recent methods of treating the late stages of ocular 
syphilis may be summed up as follows: 

1. In modern methods of treatment we have the 
means of controlling the primary and secondary 
manifestations of syphilis more rapidly =~ was 
formerly possible. 

2. The newer methods of treatment are espe- 
cially efficient in syphilitic disease affecting the 
vascular tissues of the eyeball. For gummatous 
manifestations we have always had adequate agents 
in the older drugs, provided they were used intelli- 
gently and in sufficient doses. 

3. There is reason to hope that, as the result of 
the application of modern methods of treatment, 
arteriosclerotic change may be less disastrous to the 
central nervous system and the retina. 

4. In due time the neurologists may be able to 
show us that syphilitic disease of the nature of 
tabes and general paresis has been less devastating 
since the discovery and more general application of 
Ehrlich’s methods. 

Some of the gain must still be attributed to 
the better facilities which exist for the treatment of 
syphilis in its earlier stages and the better control of 
persons who have become infected. 

6. As a result of the improvement of facilities, 
the incidence of inherited syphilis will be very con- 
siderably diminished. 

MartTIN states that for symptoms due to paren- 
chymatous disease of the brain stem, chemical 
treatment is of little value, but in the early stages 
malarial treatment may give good results. A favor- 
able effect of treatment upon the papilloedema of 
cerebral syphilis and tabetic external ocular palsies 
depends to a considerable extent upon the immedi- 
ate and thorough application of the treatment. 
After the first few weeks, recovery from ocular 
palsy is governed largely by factors which are not 
essentially syphilitic and more efficient anti- 
syphilis remedies will not greatly improve the 
results. In optic atrophy, chemical treatment is of 
little avail when the condition is acute, but if given 
promptly and thoroughly, may retard the progress 
of other cases. With the use of more efficient anti- 
syphilis remedies, the results are likely to be greatly 
improved. 
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Martin says, ‘“‘Do not be caught in the snare of a 
negative Wassermann.”’ A positive Wassermann 
reaction confirms a positive diagnosis, but in the 
case of a patient 50 years of age or older, a negative 
blood Wassermann reaction means hardly anything 
except, perhaps, that the patient is not suffering 
from general paralysis of the insane. Its significance 
is far outweighed by absence of the ankle jerks and 
is easily outweighed by a certain type of pigmented 
scar on a limb. 

LAWSON states that the cure of primary optic 
atrophy is impossible; all that can be hoped for is 
the arrest of the condition. The only treatment 
which seems to be of value is large doses of iodides. 

BROWNING believes that patients progress better 
under intensive anti-syphilis treatment than with- 
out it. In tabes, the treatment resolves itself into a 
judicious blend of the old and the new, and in each 
instance the requirements of the particular case 
must be considered. 

FEILING states that from the point of view of the 
neurologist, ocular syphilis may be divided into 
affections of the optic nerve and the various forms 
of ophthalmoplegia. Broadly, it can be said that 
the meningovascular types tend to occur at an 
earlier period after the infection and to be more 
amenable to treatment than the parenchymatous 
forms. 

HARRISON says that the incidence of cranial nerve 
palsies is increased by the omission of mercury or 
bismuth from the treatment of early cases. The 
use of arsenobenzol in the treatment of syphilis 
marked a great advance, but either mercury or 
bismuth should be combined with it in early cases 
if only for the prevention of cranial syphilis. Harri- 
son emphasizes also the importance of perseverance 
in the treatment. 

PINEs reports that for the last two years he has 
been trying the intravenous injection of sodium 
iodide in the treatment of this disease. In spite of 
the fact that the doses were large, he has never 
noted any signs of iodism. He calls attention to the 
fact that if it were necessary to inject salvarsan in 
the late stages of neurosyphilis, the Herxheimer 
reaction might be rather severe and that therefore 
it might be advisable to prepare the patient by 
giving him a few injections of sodium iodide before 
the salvarsan injections. 

Ho.mEs believes that arsenical preparations are 
relatively ineffective and that, in optic atrophy, 
treatment with mercury is necessary. 

REA reports that he has tried several forms of 
arsenical preparations and found that the best 
results are obtained with novarsenobillon in the 
cases of adults and with intramuscular injections of 
sulfarsenol in the cases of young children. 

Lesite L. McCoy, M.D. 


Stokes, J. H.: The Principles of Syphilotherapy as 
Applied to the Eye. Arch. Ophth., 1927, \vi, 229. 


Stokes, asyphilologist, warns against the treatment 
of syphilis except’ as a general disease with local 


manifestations. The patient rather than the organ 
must be treated; consequently a general examina- 
tion should always be made before the treatment is 
begun, to determine the stage and type of the 
disease, the amount and method of previous treat- 
ment, and the indications and contra-indications 
for any particular therapy. 

In Stokes’ opinion, arsphenamine is the best 
spirillicide, mercury is the best resistance stimulator, 
and the iodides are the best agents for the absorp- 
tion of granulomata. Arsphenamine given in too 
small doses or doses too far apart is apt to cause 
sensitization of the tissues and predispose to a 
Herxheimer phenomenon. Mercury by inunction, 
by mouth, or in insoluble form in oil acts very 
slowly and consequently does not rapidly increase 
the tissue resistance. The iodides in small doses do 
not penetrate well into relatively inaccessible re- 
gions such as the nervous system. Stokes suggests 
from six to twelve injections of o.1 gm. of arsphena- 
mine per 25 lbs. of body weight after an initial 
dose of half this amount, injections being given at 
least once a week and, coincident with this treat- 
ment, the administration of succinimide of mercury 
intramuscularly and from 15 to 50 or 100 gr. of 
potassium iodide three times a day. 

He believes bismuth to be a spirochetostatic 
rather than a spirochetocidal drug—that it holds 
the infection in check instead of curing it. ‘‘ Trypar- 
samide has no virtues in ophthalmic syphilis.” ‘In 
nerve lesions of the eye, the treatment should be 
that of neurosyphilis and will require an intensity 
with which few ophthalmologists of my acquain- 
tance would have either time, inclination, or equip- 
ment to deal.” 

The response is proportional to the preponder- 
ance of active inflammatory processes over scar; 
therefore acute inflammatory lesions respond much 
better than atrophic lesions. Little is to be expected 
from the treatment of optic atrophy. In interstitial 
keratitis, intensive treatment should markedly 
reduce the incidence of relapse and the permanent 
damage. Tuomas D. ALLEN, M.D. 


Smith, J. R.: Barraquer’s Operation. Brit. J. 
Ophth., 1927, xi, 152. 

Barraquer’s operation known as “phaco-eresis”’ 
consists in drawing the crystalline lens by its ante- 
rior surface, separating it mechanically without 
traction upon or violence to the zonula, and ex- 
tracting it completely out of the eyeball without 
producing an ectopia or injuring the intra-ocular 
structures. Barraquer’s instrument, the “erisi- 
phake” is in reality a pneumatic forceps and a 
zonulatome which is worked by an intermittent or 
vibratory pump. It is upon the vibrations of this 
instrument that the majority of the claims for the 
method are based. These vibrations or interrup- 
tions are produced by varying the intensity of the 
vacuum which is produced by the internal working 
of the pump. The intensity of the vacuum to be 
used ranges between 50 and 70 cm. Hg, and in a 
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given case is determined by the elasticity of the 
lens or the state of maturity of the cataract. 

With the cataractous process, zonular fragility is 
increased. The zonula is more fragile also in myopes 
than in emmetropes and hypermetropes. In the 
zonule of persons more than 40 years old the linear 
stretching amounts to only 1 mm., whereas in 
young persons it may be twice as great. In an 
emmetropic eye more than 4o years old, a weight 
of 30 gm. is sufficient to break the zonula. In the 
cataractous eye the weight necessary to produce 
such rupture diminishes in proportion to the 
maturity of the cataract. In Colonel Smith’s 
experience, the strength of the zonula decreases 
progressively with age, myopes being no exception, 
and is in general unaffected by the onset of a cata- 
ractous process. However, if the cataract takes the 
morgagnian line of development, the strength of 
the zonula is reduced below the normal for the 
patient’s age. 

The attempt must be made to regulate the in- 
tensity: of the vacuum in proportion to the hard- 
ness of the cataract. The latter may be determined 
with great accuracy by examining the eye after 
dilatation of the pupil, measuring the depth of the 
anterior chamber and the distance between the two 
capsules, and, by means of the focal illumination of 
Gullstrand and the corneal microscope of Zeiss 
with the graduated drum, determining whether 
there are any transparent portions in the lens. 

It is claimed that in phaco-eresis, the greater the 
“altitude” of the vibrations, the nearer the zonula 
is ruptured to the suction cup of the pneumatic 
forceps. As the intensity corresponds to the height 
of the wave, the fibers of the zonula do not rupture 
when the intensity is insufficient, whereas, when the 
intensity is excessive, the capsule may be broken. 
Rupture of the zonula at the moment the cataract 
is drawn upon indicates that the vacuum employed 
is of excessive intensity. 

Finally, the adjustment of the intensity of the 
vacuum and the “altitude” of the vibrations to the 
strength of the zonula must be considered. When 
the cataractous process is not well advanced, the 
zonula is usually less friable and a greater number 
of interruptions of the vacuum is necessary. In 
the erisiphake the number of interruptions in- 
creases as the intensity of the vacuum is diminished 
by the regulator. 

All of the claims for phaco-eresis have been 
based on the hypothesis that the rupture of the 
zonula close to the periphery of the lens in this 
method is due to the vibrations. 

In an illustration, Barraquer has shown the lens 
to be dislocated immediately by the application to 
it of the vacuum and vibrations, but the nucleus is 
portrayed as being displaced through the soft corti- 
cal matter toward the suction cup and gripped by 
it, even though the lens capsule is intact. He says, 
“‘By the rarefaction of the air in the suction cup, it 
adheres to the lens . . . deforms it by shortening 
its greatest diameter, and displaces the nucleus.” 
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A simple experiment with fresh human cataractous 
lenses, however, will show that this does not occur. 
The capsule and as much soft cortex as it will hold 
are sucked into the cup. If the nucleus is large and 
the cortical matter is small in amount, the capsule 
is drawn tightly around the former. If the cataract 
is of the morgagnian type, the small nucleus sinks 
to the bottom of the fluid in the bag in which it is 
contained. Consequently, the application of the 
vacuum takes up little of the slack in the anterior 
lens capsule. If the zonular attachment is weak, 
there is a dislocation of the lens, but if it is strong, 
the attachment will not break until the strain is 
increased by pulling or pushing, and the break will 
occur at the weakest point, regardless of the vibra- 
tions. If the capsule is weak in relation to the in- 
tensity of the vacuum employed, it may burst. 
This can be very well shown in experiments on pigs’ 
eyes fresh from the slaughter house. 

Barraquer’s successful results in cases of cataract 
in which the zonula is very strong seem to be due, 
not to the pulling, but rather to dislocation of the 
lens by pushing it boldly back into the vitreous 
though not sufficiently to cause loss of the vitreous. 
The vitreous presses well forward around the lens 
to fill the space vacated by the latter. There is no 
reason why there should be a loss of vitreous as no 
pressure is applied to the exterior of the walls of 
the globe to deform them and reduce the capacity of 
the vitreous chamber. 

Cruickshank has explained why the surgeon must 
not attempt to turn the lens over inside the eyeball, 
but he misses the point that while the lens must be 
rotated about a transverse axis which lies in the 
plane of the suction cup the shaft and handle of the 
instrument are set at an angle of about 45 degrees 
with that plane and this gives the surgeon a leverage 
which exerts immense force on the lens without 
his realizing it and compels him to swing the handle 
about that axis by movements or pronation or 
supination of the wrist and forearm. It appears, 
moreover, that the sensations of the finger tips are 
a poor guide as the instrument must be gripped 
constantly to press the valve which transmits the 
vacuum to the suction cup. One successful operator 
has stated that there is some trick in the use of the 
instrument which he could not explain. 

Cruickshank says also that, because of its tend- 
ency to slip or to be dragged off the suction cup as 
it comes through the incision, the lens must not be 
pressed against the posterior surface of the cornea 
during the final stage of its delivery. He does not 
mention, however, the danger presented by the 
sharp scleral lip of the wound when the lens is 
brought out. This lip presents also another diffi- 
culty in that, if the attempt is made to separate the ~ 
lens from its depression in the vitreous in order to 
bring it around the scleral lip, the cohesion between 
the two surfaces will tend to pull the lens from the 
suction cup. The lens must be separated from the 
vitreous by swinging it around on a transverse axis 
so as to slide apart the two surfaces in contact. 
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According to Barraquer, the intact iris constitutes 
an obstacle to upright delivery as the instrument 
must pull the lens through the pupil. Hence his 
statement that in cases of hard cataract, total 
extraction succeeds only with iridectomy. From 
this it seems that any lens can be dislocated safely 
by pushing it back into the vitreous chamber where 
version can be done. When the suction cup is 
behind the lens, it can be disengaged from the 
vitreous and brought through an intact pupil by 
pushing instead of pulling, and when it is in the 
anterior chamber it can be brought around the 
scleral lip easily as the back of the suction cup is 
against it instead of back of it. The lens must be 
completely dislocated before version is begun. 

If the iris gets in between the lens and the suction 
cup after the lens is turned, it is well to interrupt 
the passage of the vacuum, thereby loosening the 
cataract, and then take hold again. This works 
well if the iris is caught above or laterally, but not 
if it is caught below because the cup comes off from 
the lens. Care must be taken not to ensnare the 
iris below. Dislocation of the lens should always 
be begun below, the lens being pressed backward by 
supinating the forearm and the zonula then de- 
tached above by pressing backward with move- 
ments of pronation. During this process, the sur- 
geon must not attempt to steady an unruly eye with 
the instrument. If his hand trembles after the lens 
has been completely detached it may drop back into 
the vitreous as the hyaloid membrane is destroyed. 

Although Barraquer states that each detail of 
the method must be carried out minutely in the 
first operation, the author says that he must depart 
radically from every step. Barraquer recommends 
the corneoscleral incision to include the upper 
two-fifths of the cornea. The author states that it 
is not always possible to express a cataract in its 
capsule through an incision of this size. The mini- 
mal safe standard is an incision of 180 degrees. An 
incision of 200 degrees is better. Barraquer warns 
against making pressure with the instrument on the 
lens and against compressing the vitreous. He 
intimates that the hyaloid membrane remains 
intact. He claims that he has never had a loss of 
vitreous. He guards against the danger of lid 
pressure by having his assistant hold the lids. 

L. McCoy, M.D. 


EAR 


Weisenburg, T. H.: Some Neurological Compli- 
cations of the Ear, Nose, and Throat. Arch. 
Otolaryngol., 1927, Vv, 469. 

The author states that he has never seen definite 
papilledema secondary to infection of the nasal 
accessory sinuses. Optic neuritis occurs in posterior 
ethmoidal and sphenoidal lesions, but seldom ex- 
ceeds 3 diopters. 

In cases of brain abscess the history is often mis- 
leading. Vestibular tests are of great value in the 
diagnosis, but are not infallible. 


In the diagnosis of meningitis it is important to 
differentiate between the so-called serous or sympa- 
thetic meningitis, in which prompt surgical interven- 
tion is indicated, and the purulent type, in which 
operative interference is of little value. 

James C. Braswett, M.D. 


Sears, W. H.: Herpes Zoster Oticus. Ann. Otol., 
Rhinol. & Laryngol., 1927, xxxvi, 361. 


Sears reports three cases of herpes zoster oticus. 
This condition is uncommon although from 8 to 15 
per cent of all cases of herpes are cephalic. Atten- 
tion is drawn by the author to the complex inner- 
vation of the ear. 

In 1900, Head and Campbell established that 
the essential lesion in herpes is a hemorrhagic in- 
flammation of the posterior root ganglia with de- 
generation of the peripheral and posterior nerves. 
The infection is usually unilateral, but bilateral 
involvement has been reported. The relationship 
between varicella, epidemic encephalitis, and herpes 
zoster simplex has not been definitely established. 
Animal inoculation is extremely difficult. 

In the prodromal period the symptoms vary from 
a mild lassitude to severe chills and prostration. | 
Severe lancinating pains or a burning sensation 
usually precede the appearance of the herpes. The 
area in which these sensations appear depends 
upon the ganglion attacked. Postherpetic pain 
or hypewsthesia may appear and persist. The first 
objective sign is a diffuse hyperemia upon which 
the vesicles appear singly or in successive crops. 
After a few days the lesions disappear, leaving small 
pigmented areas or cicatrices. 

Intra-oral lesions with a definite neural distribu- 
tion have been observed. Complete facial paralysis 
and palatal or laryngeal palsies are not uncommon. 
These palsies are usually temporary, but may per- 
sist. Deafness of an evanescent or permanent char- 
acter may be associated with the herpes. Vertigo 
and disturbance of equilibrium are occasional 
sequela 

In a typical case the diagnosis is easy. Cases 
with swelling and crusting of the auricle may simu- 
late acute otitis media or mastoiditis. 

W. M. Paton, M.D. 


Wilkinson, G.: Have We a Resonance Theory of 
Hearing or Only a Resonance Hypothesis? 
J. Laryngol. & Otol., 1927, xlii, 365. 


It is generally recognized that the resonance 
hypothesis, which offers a satisfactory solution of 
all the main facts of hearing, is favored by all of the 
positive evidence, but the difficulty lies in the 
acceptance of its mechanical possibility. It seems 
absurd to believe that a suite of strings in the cochlea 
varying in length from % to 4% mm. should be able to 
resonate to tones ranging over ten octaves. There- 
fore, to establish the resonance theory more direct 
light on the mechanism of the cochlea is necessary. 

From reliable investigations we have a com- 
plete chain of evidence to show that the receptors 
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for different pitches are discrete and independent. 
The ear analyzes not only the pitch of sound, but 
also the relative intensities of a complex mass of 
sounds and the frequency of the constituent simple 
waves. Therefore the analysis according to fre- 
quencies can be done only by resonance. The 
islands of hearing in the congenitally deaf point to 
an arrangement of the tone receptors in a con- 
tinuous graduated series. 

In an attempt to solve this problem the author 
conducted experiments in which a working appara- 
tus embodying the physical conditions found in the 
cochlea was subjected to vibrations of different 
frequencies to determine whether the latter pro- 
duced a series of localized responses at levels vary- 
ing with the frequencies emploved. Wilkinson 
believes that the models showed this gradation of 
response according to pitch levels, thus illustrating 
in a remote fashion the delicate resonance mechan- 
ism of the cochlea. His theory of cochlea function 
is that the fibers of the basilar membrane, resem- 
bling the strings of a musical instrument, are differ- 
entiated by length, tension, and mass, the latter 
being the loading of the basilar membrane by 
columns of fluid intervening between the round and 
oval windows. Such a differentiation and the evi- 
dence of the models give a fairly comprehensive 
resonance theory of hearing which explains the 
method by which tone impressions are transformed 
into sensations of tone. 

Grorce R. McAuttirr, M.D. 


Fraser, J. S.: A Case of Congenital Deafness Show- 
ing Malformation of the Bony and Mem- 
branous Labyrinths on Both Sides. J. Laryngol. 
& Otol., 1927, xlii, 315. 


The author reports a case in which the right ear 
showed the developmental errors in the bony and 
membranous labyrinths described by Mondini and 
Alexander while the left ear showed a rudimen- 
tary vestibule, a cochlea containing no neuro-epi- 
thelium, and complete absence of the semicircular 
canals. The patient was a boy 5 years of age, the 
youngest of twelve children, all of whom were born 
healthy. He showed some hydrocephalus and was 
very poorly developed. Death occurred during ethy 
chloride anaesthesia for removal of the tonsils, and 
was attributed to status lymphaticus. 

On microscopic examination the right middle ear 
showed poorly developed stapedius and _ tensor 
tympani muscles, a fossa subarcuata not traced 
from the tympanic antrum to the posterior fossa, 
and a round window largely filled up by folds of 
mucous membrane. In the inner ear the cochlea 
was flattened and the modiolus poorly formed. 
The scala vestibuli was wide and showed some con- 
nective tissue. The membrana tectoria was deficient. 
The utricle contained imperfect neuro-epithelium. 
The otolith.membrane was also imperfect. The 
cristz of the lateral and posterior canals were not 
well formed. The cochlear nerve and the vestibular 
ganglion showed cellular infiltration. 


Examination of the left ear showed practically 
normal middle ear structures. In the inner ear the 
cochlea consisted of only a single coil. The modiolus 
was absent, and there was no cochlear nerve, no 
aqueduct, and no division into scala tympani, 
scala vestibuli, and scala media. In fact, no neuro- 
epithelium was seen at all. The vestibule was a 
small deformed space without saccule or utricle. 
No semicircular canals were present. 

Three possible causes of the labyrinthine changes 
are: (1) a developmental error in the germ plasma 
(sporadic congenital or constitutional deafness) ; (2) 
inherited syphilis; and (3) intra-uterine meningitis 
of non-specific origin. Grorce R. McAuutrr, M.D. 


Smith, J. M.: The Management of Internal Ear 
Infections: Report of Six Cases. Laryngoscope, 
1927, XXXVil, 417. 

Smith states that the manifest symptoms of 
meningitis are preceded by an increase in the cells 
in the spinal fluid. He believes that the dura should 
not be opened or the Neumann operation performed 
hwy there is absence of free bacteria in the spinal 

uid. 

A labyrinth operation is contra-indicated in cases 
of perilabyrinthitis and when functional activity 
still persists. 

The best labyrinth operation is the Hinsberg pro- 
cedure. James C. Braswe.t, M.D. 


Kopetzky, S. J., and Almour, R.: Erysipelas Fol- 
lowing Bacillus Pyocyaneus Infections in 
Mastoid Wounds. Am. J. Surg., 1927, ii, 589. 


Kopetzky and Almour report five cases of ery- 
sipelas following a bacillus pyocyaneus infection of 
the mastoid wound. In three of the cases the strep- 
tococcus hemolyticus was present in the pus in the 
mastoid process, but after the appearance of the 
pyocyaneus infection it was killed off and could not 
be isolated in cultures. James C. Braswe.1, M.D. 


NOSE AND SINUSES 


Lewis, F. O.: The Treatment of Cancer of Para- 
nasal Sinuses, Tonsils, and Larynx. Surg. 
Clin. N. Am., 1927, vii, 339. 


In cancer of the paranasal sinuses, tonsils, and 
larynx very gratifying results may often be obtained 
when the condition is recognized early and prompt 
rational treatment is given. 

For antral growths the external opening advocated 
by Greene may be used. This remains open and has 
the advantage of allowing thorough inspection of the 
area at all times and if necessary the repeated appli- 
cation of radium. One patient who had an adeno- 
carcinoma is well after four years and the opening is 
now to be closed. This form of carcinoma offers the 
best prognosis. Of twenty-eight cases of carcinoma 
of the antrum, all but three were hopeless. 

Carcinoma of the tonsils should be treated by 
radium in preference to operation if seen early 
enough for curative treatment. It is more favorably 
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affected by radiation than similar growths elsewhere 
in the body. 

Carcinomata of the larynx have been classified as: 
(1) intrinsic, arising from the cords, ventricles, ven- 
tricular folds, interarytenoids, and subglottic area, 
and (2) extrinsic, arising from the epiglottis, ary- 
tenoids, aryepiglottic folds, pyriform sinuses, and 
the pharyngeal surface of the cricoid cartilage. 

The intrinsic form is the more common. The 
structures most often primarily involved are the 
vocal cords. The condition develops slowly. Metas- 
tasis is late because of the confined arrangement of 
the laryngeal lymphatics. 

The extrinsic form metastasizes early, but the prog- 
nosis should not be as hopeless as is generally sup- 
posed. In all cases of chronic cough, laryngitis or 
hoarseness, and in those in which a tumor is known 
to be present, cancer should be excluded. Because of 
extensive involvement that had been allowed to 
occur before a correct diagnosis was made, not one 
of seventy-five cases of carcinoma of the larynx seen 
in five years was suitable for laryngofissure. In all 
cases with any suspicion of malignancy whatever an 
examination should be made by a skilled laryngolo- 
gist. In the last stages of the disease with dyspnoea, 
foul breath, gland enlargement, etc., the diagnosis is 
evident. 

The differential diagnosis of carcinoma, tubercu- 
losis, and syphilis is difficult. Two of these diseases 
may occur simultaneously. In all cases, skillful and 
repeated laryngoscopic examinations followed by 
biopsy should be made. 

In 1925, about 5 per cent of the 78,000 deaths 
from cancer were due to cancer of the larynx. Oper- 
able cases should be treated surgically when possible; 
radiation has been disappointing. Radiation should 
be used in inoperable cases, in cases in which oper- 
ation is refused, and for the postoperative treatment 
of the extrinsic form of cancer. 

For the intrinsic form, the treatment should be 
laryngofissure for growths limited to the cords, and- 
total laryngectomy for all others. Endolaryngeal 
removal and hemilaryngectomy are not recom- 
mended. 

If laryngofissure is done, fulguration of the growth 
is preferable to excision because it prevents hamor- 
rhage, lessens pulmonary complications, and usually 
obviates tracheotomy. 

For cases with extension beyond the cords, total 
laryngectomy is the only means of possible cure. 
Many patients who have had this operation are alive 
and able to work after from two to five years and 
have splendid buccal voices. A one-stage operation 
under rectal anesthesia is done. The head is placed 
lower than the body and extended to bring the neck 
into prominence. A T-incision is made from the 
hyoid down and across the hyoid. All tissues and 
muscles superficial to the larynx and trachea are 
retracted or cut, the larynx is completely freed from 
attachments, and all bleeding controlled. 

The trachea is then opened between the cricoid 
and first ring, a flap of mucous membrane from the 
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posterior surface being saved, if possible, for suturing 
forward to the skin. This is an effective barrier 
which keeps secretions from entering the trachea 
during convalescence. The larynx is then pulled 
upward and separated from the trachea, and a rub- 
ber tube is inserted into the trachea to protect 
respiration. 

The larynx is dissected free from below upward to 
above the arytenoids and returned to its normal 
position. An opening is then made into the hypo- 
pharynx in front through the thyrohyoid membrane, 
the entire buccal cavity is packed with iodoform 
gauze, and a careful inspection of the growth is 
made. As much as possible of the mucous mem- 
brane is saved to aid in closing the pharynx, but if 
the growth is extrinsic, wide excision becomes nec- 
essary. 

A feeding tube is put through the nose into the 
stomach and the pharyngeal opening closed with two 
rows of No. o catgut. 

The trachea is attached to the skin by removing 
all fat from the skin edge and the first ring of the 
trachea submucously. 

The muscles are closed in the midline. Drains are 
put in all four corners of the wound and brought out 
at the midline just above the tracheal opening. The 
transverse skin incision is closed. The midline inci- 
sion is left open around the drains. A No. 8 tracheal 
tube is put in place and the wound dressed with 
bichloride gauze. 

During the first ten days after the operation com- 
petent nursing is essential. Drugs that inhibit the 
cough reflex should not be given. Suction apparatus 
and a bronchoscope should be on hand to keep the 
trachea clean. The tube should be cleaned often, and 
all necessary instruments should be close at hand. 
The patient should be propped up the day after the 
operation and should be out of bed on the third day. 
Swallowing attempts should not be allowed the first 
few days. The mouth must be kept clean. Liquid 
food of suitable calorie value should be given. The 
bowels and kidneys must be kept active. 

Pneumonia is a very serious complication. To 
prevent it, the trachea must be kept free of secre- 
tions and blood clots. 

Secondary hemorrhage may occur from sloughing. 
Mediastinitis is rare following operation by this 
technique. 

Hiccough may be relieved by changing the posi- 
tion of the feeding tube. 

Dyspnoea may result from the clogging of the 
trachea with blood or secretions. 

In cases with extensive involvement, it may be 
necessary to remove more tissue, even including the 
common carotid, the internal jugular, and the vagus 
nerve on one side. An oesophageal-neck fistula may 
be necessary temporarily. 

For extrinsic growths high up around the epiglot- 
tis and the base of the tongue, a subhyoid pharyn- 
gotomy is done, the growth excised with the radio- 
knife, and the wound closed without drainage. 

Barrett Brown, M.D. 
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NECK 


Belk, W. P.: Branchiogenic Tumors of the Neck. 
Surg. Clin. N. Am., 1927, vil, 453. 

Branchiogenic tumors have been studied for 
years as salivary gland tumors. Interesting articles 
upon them have been published by Wood, Wilson 
and Willis, and McFarland. The cases reported to 
date number 359. The author reports ten cases. 

Branchiogenic tumors are characterized by a 
location in the lateral aspect of the neck, most often 
in the parotid region; a history of long duration; a 
slow growth often becoming accelerated; and a 
tendency to become cured by local excision. Some 
of them erode and compress locally, while others 
form distant metastases. 

Structurally, the tumors are of a mixed type, 
showing myxomatous tissue, cellular and hvaline 
connective tissue, cartilage, endothelial cells, and 
squamous cells. The histological appearance is one 
of malignancy. McFarland has said that all mixed 
tumors of the neck are branchiogenic, but that all 
branchiogenic tumors are not mixed. 

The first four of the ten cases reported by the 
author were typical. All of the patients are living 
and apparently cured. The six other cases ran a 
fatal course, three with distant metastases. 

The benign group of cases yield well to excision 
but poorly to radiation. Because of the tendency of 
physicians today to radiate malignant tumors, it is 
imperative to make an accurate diagnosis at the 
patient’s first visit. The points in favor of a diag- 
nosis of malignancy are pain and rapid growth, deep 
fixation, short duration, and older age incidence of 
the tumor. R. V. B. Suter, M.D. 


Marine, D.: The Use and Abuse of Iodine in the 
Treatment and Prevention of Goiter. Ann. 
Clin. Med., 1927, V, 942. 

The author calls attention to the fact that the 
thyroid gland undergoes a definite cycle of cell 
changes and, so far as is now known, only one cycle 
during the development and regression of goiter. 
Degenerations, atrophies, hemorrhages, cyst forma- 
tion, etc. are secondary and should be separated 
from the primary changes. 

On the basis of the physiology, chemistry, and 
pathology of the gland, disease disturbances may 
be classified as: (1) thyroid insufficiencies (a) simple 
goiter, (b) myxcedema; (2) Graves’ disease. 

Iodine has been used in the treatment of goiter 
for one hundred and seven years and in its preven- 
tion for ten years. Since the discovery of iodine as 
a normal constituent of the thyroid, research in the 
fields of physiology, chemistry, and pathology sup- 
ports the view that simple goiter is a work hyper- 
trophy depending upon an absolute or relative 
deficiency of iodine, the etiology of which is not 
clear. The absolute deficiency manifests itself in 
cases of endemic goiter, while the relative deficiency 
is seen in sporadic goiter of adolescence, pregnancy, 
infections, abnormal diets, and Graves’ disease. 


The amount of iodine required to prevent the 
onset of goiter is 0.1 per cent of iodine per gram of 
dried gland. Experiments by Lenhart and the 
author showed that 1 mgm. of iodine given by 
mouth once a week was ample to prevent thyroid 
enlargement in puppies living under conditions 
which produced goiter in controls. It was shown 
also that adding iodine to water, one part per 
million, completely protected brook trout. Feeding 
whole hashed sea fish once a week also protected 
brook trout. The observations of other workers 
indicate that 1 mgm. per week not only prevents 
but causes regression of thyroid enlargement in 
children. The amount of iodine required for the 
prevention of goiter in man is exceedingly small, 
being about 0.1 mgm. daily, that is, a total of 36 
mgm. yearly. 

Two plans ot goiter prevention are now on trial. 
First, the use of tablets containing 1 mgm. or more 
of iodine given at weekly intervals, and second, 
the use of iodized salt. The author is convinced 
that the general use by the public ot iodized salt 
of too high an iodine content has been productive 
of much harm in the management of goiter. Experi- 
ments in salt administration are being carried out 
in Switzerland and Italy under more favorable 
conditions than in the United States, due attention 
being paid to the physiology and pathology of the 
thyroid and the iodine content of the salt placed 
upon the market being carefully estimated. The 
author is convinced that Graves’ disease has been 
caused or aggravated by the excessive use of iodized 
salt, but is certain also that the injury done in this 
way has been negligible in comparison with the in- 
jury now being done by the excessive use of iodine 
in other forms. The use of salt is the most natural 
and the simplest means of distributing the traces 
of iodine requiced in food if adequate control can 
be established. 

With regard to iodine in the treatment of simple 
goiter the author advocates the administration of 
desiccated thyroid in o.1-gm. and certainly not 
greater than 0.2-gm. doses daily for a period of two 
weeks. If, after two weeks, examination shows no 
changes in the pulse rate or body weight, the treat- 
ment may be repeated. After an interval of from 
one to two weeks, 10 mgm. daily should be given 
for a period of two or three weeks. Syrup of hy- 
driodic acid and syrup of ferrous iodide in 1-c.cm. 
doses are suitable preparations tor administration. 
The author points out that 1 c.c. of Lugol’s solution 
contains approximately 12s mgm. of iodine. It 
will be seen that the amount of iodine used in the 
treatment of goiter is fifty times greater than that 
recommended for prevention. 

With regard to iodine in the treatment of Graves’ 
disease the author believes that iodine decreases 
the exhaustion crises so characteristic of the disease 
and lowers the operative mortality not primarily 
because of a lowering of the metabolic rate but 
because iodine in some unknown way raises the 
patient’s resistance. Patients with Graves’ disease 
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who are receiving iodine in preparation fot opera- 
tion should be under close supervision, as the long- 
continued use of iodine in this type of disease is 
decidedly harmful in a vast majority of cases. 

R. V. B..Suter, M.D. 


Eichelter, G.: Fistula and Stitch Abscesses 
Following Goiter Operations (Zur Frage der 
Fistelbildung und der Ligatureiterungen nach 
Kropfoperationen). Arch. f. klin. Chir., 1927, cxliv, 1. 


Eichelter reviewed 150 cases of goiter which were 
operated upon in the von Eiselsberg clinic in the 
period from October, 1923, to October, 1924. One 
hundred and seven of the patients were females. It 
was found that in from 30 to 60 per cent of the 
cases, stitches were discharged sooner or later, and 
that in 74 per cent, fistula were formed which in 
some instances persisted for three years. Healing 
occurred in a period of fourteen days without fistula 
formation in only 26 per cent of the cases. 

Careful hemostasis, covering over of the remains 
of the thyroid, the leaving of smooth surfaces, and 
care in the use of drains are of special importance. 
Operation should never be attempted in the prés- 
ence of even the slightest infection or angina. In 
the cases reviewed, paraffinized glass drains were 
employed. The treatment of ligature fistula con- 
sisted in the use of lunar caustic and salves. In 
some instances the entire fistulous tract was excised. 

BERGEMANN (Z). 


Richter, H. M., and Zimmerman, L. M.: Latent 
Postoperative Tetany. Surg., Gynec. & Obdst., 
1927, xliv, 627. 

Postoperative tetany is usually thought of as one 
of the infrequent complications following thyroidec- 
tomy. Statistics from various clinics show that its 
average incidence is slightly more than 1 per cent. 
The incidence of manifest tetany in the authors’ 
cases was 1.15 per cent. It was noted, however, 
that certain patients showed evidences of increased 
neuromuscular excitability, that is, a latent tetany, 
without developing manifest symptoms of the con- 
dition. 

In a series of 100 consecutive cases studied for 
positive Chvostek and Trousseau signs, positive 
reactions were observed in fourteen. If the electrical 
excitability had been measured and the observa- 
tions had been made more frequently, the number - 
of positive cases would undoubtedly have been 
higher. In some of the positive cases a fall in the 
blood calcium could be demonstrated, but on 
the whole there were no striking differences in the 
calcium levels in tetanic and non-tetanic cases. 
Apparently sufficient damage had been done to 
the parathyroids to increase the nervous excit- 
ability but not sufficient to cause a gross disturb- 
ance of the calcium metabolism. This suggests 
that the calcium deficiency is one of the associated 
phenomena rather than the cause of tetany. 

In most instances the tetany remained latent, but 
in two, ‘‘manifest” symptoms became apparent 
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and active tetany developed. The ever-present pos- 
sibility that latent tetany may become active when 
an unusual demand is made upon the parathyroids, 
such as occurs in seasonal changes, trauma, infec- 
tion, menstruation, pregnancy, and _ lactation, 
demands the early recognition and treatment of 
latent cases. 

The phenomenon of latent tetany after goiter 
operations has been reported from various clinics 
and is thought to have become more frequent since 
the war, together with increased frequency of 
spontaneous neuromuscular hyperexcitability which 
has been attributed to faulty nutrition due to the 
war. Of the author’s series of cases, three showed 
positive Chvostek signs. Obviously, the impaired 
nutritional states that prevailed in central Europe 
during and after the war could not account for the 
occurrence of the tendency toward the development 
of tetany in these cases. 

The incidence of latent postoperative tetany 
varies with the extent of the operation. The size or 
type of the goiter seems to have no bearing what- 
soever. The parathyroid insufficiency seems to be 
due directly to mechanical operative trauma. The 
mildness and transient nature of the symptoms 
speak against gross material damage. In none of 
the thyroid specimens removed at operation during 
the past year could parathyroid bodies be identified 
either grossly or microscopically. It is much more 
probable that the symptoms are due to slight 
injury such as that caused by pressure from a 
hemostat, inclusion in a ligature, or pressure due 
to hemorrhage or cedema. Interference with the 
vascular supply to the glandules may explain tem- 
porary disturbances of function which disappear 
when the circulation is re-established. Tetanic 
manifestations appearing late are probably due to 
injury from cicatricial contraction. 

The prophylactic treatment of tetany is directed 
toward the prevention of operative injury to the 
parathyroids. Numerous procedures have been 
advocated for this purpose. The number and 
location of the glandules is extremely variable and 
in the presence of goiter the variations become 
greater. Care must be taken in the handling of the 
tissues; particularly the posterior layer of thyroid 
tissue must be preserved. In spite of all precau- 
tions, however, a certain number of injuries to the 
parathyroid glands are unavoidable if thyroidec- 
tomies are made sufliciently radical to cure toxic 
goiter. 

Active treatment has been directed toward the 
relief of symptoms and the replacement of lost 
tissues. Calcium in large doses will control the 
manifestations of tetany and tide the patient 

over the acute stage of parathyroid insufficiency 
until the parathyroids have recovered or regen- 
erated or the body has adapted itself to their loss. 
Replacement therapy by feeding, injecting, or 
transplanting had fallen into disuse until the active 
principle isolated by Collip (parathormone) be- 
came available. This preparation has been used 
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with very gratifying results. Tetany may be con- 
trolled by changing the intestinal flora to the 
aciduric type. The régime developed to accomplish 
this, consists in a meat-free diet, liquids in large 
quantities, a minimum of 1 qt. of milk daily, and 
from 200 to 300 gm. of lactose per twenty-four 
hours. In severe cases, the administration of water 
in large quantities by means of a duodenal tube or 
the injection of the parathyroid hormone will give 
prompt relief. 


Major, R. H., Orr, T. G., and Weber, C. J. Obser- 
vations on the Blood Guanidine in Tetania 
Parathyreopriva. Bull. Johns Hopkins Hosp., 
Balt., 1927, xl, 287. 


A possible relationship between tetania para- 
thyreopriva and guanidine intoxication has been 
suggested and experimental work showing an 
increase in the blood guanidine after thyropara- 
thyroidectomy has been presented in support of 
this theory. By means of a colorimetric method the 
authors have found it possible to demonstrate 
methyl guanidine in the blood in amounts as small 
as 0.2 mgm. per 100 c.cm. With the use of this 
method they determined the blood guanidine 
content in a group of animals after the injection of 
varying amounts of guanidine compounds. When- 
ever the amounts injected were sufficient to pro- 
duce tremors and convulsions a marked increase in 
the guanidine content of the blood could be demon- 
strated. Doses of guanidine hydrochloride insuf- 


ficient to produce symptoms—even doses as small 
as 0.01 gm. per kilo—produced a distinct rise in the 
guanidine content of the blood when injected sub- 
cutaneously. 

In a series of animals the blood guanidine was 
studied after parathyroidectomy. In one of six 
dogs with tetany a possible increase in the guanidine 
content of the blood was found during an attack of 
tetany, but in none of the other determinations was 
such an increase detected. However, all of the 
animals with tetany showed an increase in the urea 
nitrogen and non-protein nitrogen in the blood. 

M. ZIMMERMAN, M.D. 


West, R.: The Nature of the Laryngeal Vibration. 
Arch. Otolaryngol., 1927, v, 385. 


As the result of the examination of a patient 
with atrophy of the left vocal cord, the author 
attempted to determine the physical difference in 
the production of sound waves and whether the 
bands vibrate in parallel or opposite phase. 

From experiments with an artificial larynx, the 
larynx of a cadaver, and vibrations from a resonat- 
ing surface in conjunction with studies of the 
movements of the surface of a normal phonating 
larynx the conclusion is drawn that each cycle of 
laryngeal vibration consists of one complete move- 
ment of each of the two vocal bands, that these 
movements are in opposite phase, and that vocal 
sounds are controlled in pitch by the adjustment of 
the pharynx. E. SHackieton, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Villaret, M., and Bailby, J.: The Outcome of 
Craniocerebral Injuries as Evidenced by Re- 
Examination of 500 Patients from Ten to 
Twelve Years After the Accident (L’avenir des 
traumatisés cranio-cérébraux basé sur l'étude sélec- 
tionée de 500 cas revus dix a douze ans aprés la bles- 
sure). Presse méd., Par., 1927, xxxv, 289. 

Of 500 patients with craniocerebral injuries re- 
examined from ten to twelve years after the acci- 
dent, 26 per cent had late complications consisting 
in an increase in the existing disturbances or the 
late appearance of subjective motor, sensory, or 
mental disturbances, or epilepsy. 

Lesions limited to the external table were not so 
benign as expected, as they led to late cerebral com- 
plications such as headache, vertigo, memory de- 
fects, cerebral fatigability, or epilepsy. The super- 
ficial skull wounds followed by nervous or psychic 
troubles may have been produced by violent acci- 
dents which injured the subjacent brain. In the 
cases of patients seeking compensation the interpre- 
tation of the subjective symptoms requires great 
care. 

In cases of wounds without brain injury in which 
the dura was opened by the accident, for surgical 
exploration, or for the evacuation of fluid and in 
which the immediate danger of meningeal infection 
had passed, late complications were less frequent 
and usually consisted in epilepsy. 

Unevacuated subdural hamatomata caused sub- 
jective disturbances or epilepsy in every case. The 
immediate danger of opening the meninges, how- 
ever, is very great and perhaps exceeds that of the 
late disturbances. Whenever a subdural hematoma 
is left unopened at operation for fear of infection, 
this should be taken into consideration when the 
disability is estimated. 

Cranial injuries with cerebral destruction were 
most apt to develop late complications. Every 
movement made in the extraction of a foreign body 
renders the prognosis less favorable. Old evacuated 
abscesses nearly always led to trouble, doubtless 
from the progressive cicatricial reaction at the site 
of the cavity. Foreign bodies retained in the brain 
were well tolerated generally and showed no special 
tendency to cause late disturbances. The complica- 
tions were due not so much to latent infection as to 
irritative lesions or cicatrices of the cerebral cover- 
ings in which the foreign bodies were located or 
through which they had passed. 

The late mortality in the cases reviewed was low, 
1.34 per cent. In cases reviewed by Tuffier and 
Guillan, it was 1.24 per cent. The chief causes of 
death were a slowly developing brain abscess or 
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some condition made worse or developed at the time 
of the cerebrospinal injury. 

Subjective disturbances were increased when the 
dura was unopened and were often related to the 
cicatricial changes in an unevacuated hematoma. 
They were not verifiable by an objective examina- 
tion, and at times were maintained or augmented 
by anxiety over compensation. 

Epilepsy, the most frequent complication, some- 
times developed late. In eight cases it developed 
after a year; in five cases, after two years; in three 
cases, after three years; in five cases, after four 
years; in three cases, after six years; in five cases, 
after seven years; in two cases, after eight years; 
in three cases, after nine years; and in one case, 
after eleven years. The period of latency was in 
inverse proportion to the depth of the wound, rang- 
ing from five to seven years in lesions of the cranium 
alone to from one to four years in injuries of the 
meninges or brain. Epilepsy developing after a 
simple skull lesion tended to disappear (fourteen of 
twenty-three cases). Its complete cessation and re- 
currence after from seven months to seven years 
occurred in cases of deep serious lesions (seven cases, 
of which three were cases of cerebral abscess and 
two were cases of retained projectiles). At times it 
became progressively more marked after an evolu- 
tion of variable duration (up to ten years). Even 
when it became general very rapidly, it was nearly 
always of the jacksonian type at the onset. Of 
ninety-one such cases, seventy-nine showed injury 
of the parietal region, and in the twelve others the 
lesion touched the motor area or there was an ex- 
tensive bone-flap prosthesis or a hematoma at the 
level of the fissure of Rolando. 

Motor disturbances such as spastic paralysis oc- 
curred only when the rolandic area was more or 
less destroyed. They showed no tendency toward 
regression. The contractures increased progressively. 
The functional interference became greater and the 
disability became complete in from three to ten 
years. The flacaid paralyses showed no tendency 
to grow worse, but never completely disappeared. 
The monoplegias and hemiplegias evolved alike. 

Severe types of mental disturbances were excep- 
tional and related directly to frontal lesions. They 
consisted in melancholic depression, chronic psy- 
choses, and at times total disorientation necessitat- 
ing institutional care. The more benign types were 
the residual psychic syndromes such as the dis- 
turbances of memory, attention, and character de- 
scribed by Villaret and Mignard. 

Disturbances of vision never persisted in their 
primary severity, but never completely disappeared 
and always left concentric shrinkage of the visual 
fields, hemianopsia, or scotoma. They were not 
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constantly present in occipital injuries (thirty of 
180 cases). 

_Cranioplasties did not ameliorate the condition 
and were nearly always followed sooner or later by 
jacksonian epilepsy, especially when they were per- 
formed in the region of the fissure of Rolando. 
Complications after cranioplasty (20 per cent of the 
cases) were the same as in cases without a prosthesis. 
The condition became aggravated more frequently 
in cases with a metal prosthesis than in those with 
an autoplastic prosthesis. 

The authors conclude that the late prognosis of 
craniocerebral lesions should be very reserved, and 
that when examination is negative the relative fre- 
quency of late complications should be borne in 
mind in the estimation of disability compensation. 

Water C. Burket, M.D. 


Cushing, H., and Davidoff, L. M.: Studies in Acro- 
megaly: IV. The Basal Metabolism. Arch. 
Int. Med., 1927, xxxix, 673. 


The observations here reported were made in 
seventy-two cases of acromegaly, in forty-nine of 
which the basal metabolism ranged from +2 to +61, 
with an average of +18.6. If cases with an average 
rate below +10 are excluded, there remain thirty- 
two cases in which the average rate was +26. In 
twenty-three cases the rate was subnormal, but 
only six of these had a rate lower than —10. In con- 
trast, the rates of 107 proved cases of hypopitui- 
tarism with chromophobe adenomata were found 
to average —14. 

Acromegaly and goiter are often associated. In 
four such cases in which thyroidectomy was per- 
formed the thyroid was found to be of the colloid 
type without the expected evidences of toxicity, 
but there was a fall in the metabolic rate after the 
operation. In another case a very striking fall in 
the rate followed the administration of Lugol's 
solution. Some cases show a fall in the rate follow- 
ing hypophyseal irradiation. 

The results of surgical procedures are more signif- 
icant and striking. In eighteen cases in which both 
pre-operative and postoperative readings were 
made there was an average reduction of 17 in the 
metabolic rate. 

In twenty-four cases of hypopituitarism asso- 
ciated with surgically verified chromophobe adeno- 
mata the drop in the metabolic rate after operation 
averaged only 1.6. 

Acromegaly is a disease bearing the same rela- 
tion to pituitary insufficiency that exophthalmic 
goiter bears to myxcedema. The first is an expres-’ 
sion of hyperpituitarism just as the second is an 
expression of hyperthyroidism. Acromegaly is 
often accompanied by an increase in the basal 
metabolic rate and hypopituitarism by a subnormal 
basal metabolic rate. In acromegaly there is en- 
largement of the thyroid with symptoms suggesting 
toxicity. Tht increase in the basal metabolic rate 
is attributed to the latter. When such cases have 
been operated upon, the gland has been found to 


show colloid changes of an adenomatous type, but 
even so the basal metabolic rate has fallen after 
the operation. On the other hand, operations on 
the chromophilic hypophyseal adenoma itself in 
cases of acromegaly in which the basal metabolic 
rate is elevated are followed by a fall in the meta- 
bolic rate almost as uniformly and strikingly, even 
in the absence of palpable enlargement of the 
thyroid, as are operations on the thyroid in exoph- 
thalmic goiter. 

It may be concluded that the chromophilic cells 
of the anterior lobe of the pituitary body secrete a 
substance which not only contains the hormone of 
growth but is capable of raising the basal metabolic 
rate. This may act independently or through the 
intermediation of the thyroid. In either case, the 
elevation of the basal metabolic rate may properly 
be ascribed to the hyperpituitarism. 

Grtpert C. ANDERSON, M.D. 


Kosyrew, A. A.: Drainage of the Cerebral Ventricles 
by Strips of Oméntum (Drainage der Hirnven- 
= durch Netzstreifen). Arch. f. klin. Chir., 1926, 
cxli, 691. 


Kosyrew has found that freely transplanted 
strips of omentum show no tendency to form dense 
adhesions with brain tissue, remain free from necro- 
biotic processes, and furnish reliable drainage ma- 
terial. In draining the cerebral ventricles by means 
of such strips he attempts to avoid denudation of 
the surface of the brain and injury to the vessels of 
the brain as much as possible and to obtain a double 
drainage of the ventricular fluid in the subdural 
and subarachnoid space as well as below the galea. 

The procedure begins with the formation of two 
horseshoe-shaped, pedicled flaps of different sizes, 
consisting of skin and galea and periosteum and 
bone respectively, with their bases opposite each 
other. A strip of omentum is then introduced 
through a slit in the dura so that one end is in the 
ventricle while the other is drawn for a short dis- 
tance beneath the dura and then, through a second 
slit, is brought out upon the surface of the dura and 
from there led beneath the galea through a trephine 
opening in the flap of periosteum and bone. The 
periosteum-and-bone flap and the skin-and-galea 
flap are then sutured. 

In this manner, Kosyrew has operated upon 
eleven cases, two of them bilaterally. Two of the 
patients died, but the rest showed improvement 
throughout observation periods of at least nine 
months. Wrebpe (Z). 


Rand, C. W.: Chronic Subdural Hamatoma: 
Report of Seven Cases. Arch. Surg., 1927, xiv, 
1136. 


Seven cases of subdural haemorrhage form the 
basis of this report. These haemorrhages differ 
symptomatically and _ pathologically from the 
meningeal type of epidural or subdural hemorrhage 
which generally follow head injuries, and more 
closely resemble the picture of pachymeningitis 
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hemorrhagica interna of spontaneous origin. In 
all of the cases reviewed they were relatively late 
sequel of injuries to the head, some of which were 
major but most of which were minor, the patient 
coming to autopsy or operation from six weeks to 
eight months after the trauma. In every instance a 
massive subdural haemorrhage in various stages of 
formation or recession and surrounded by a dis- 
crete capsule was found. 

According to Trotter, there can be little doubt 
that the bleeding is of venous origin and occurs 
from the vessels passing to the superior longitudinal 
sinus. The hemorrhage occurs commonly in the 
frontal and parietal regions, and may be bilateral. 
The bleeding is probably slow, allowing for a com- 
pensatory accommodation up to a certain point. 
Aside from the deformity caused by pressure, little 
pathological change is seen in the brain either 
grossly or microscopically. 

The symptoms are variable, depending upon the 
position and extent of the hemorrhage. Increased 
intracranial pressure manifests itself as usual. 

The six cases reviewed are reported in detail. 


. The results of surgical intervention are quite good. 


The condition is probably more frequent than is 
commonly supposed. The symptoms may not 
develop until a long time after some trauma sup- 
posed to be very trivial. Choked disk is usually 
present and is frequently more advanced on the side 
of the hematoma. The age of the patient is appar- 
ently not a factor. In the cases reviewed, the ages 
varied from 13 to go years. 

In some cases the formation of an osteoplastic 
flap and removal of the hamatoma and sac may be 
the treatment of choice, but in one case an equally 
good result was obtained by aspirating through a 
simple trephine opening and leaving the membrane. 

The hamatomata do not tend to recur. 

Gitpert C. ANpERSON, M.D. 


Symonds, C. P.: Some Points in the Diagnosis and 
Localization of Cerebral Abscess. Proc. Roy. 
Soc. Med., Lond., 1927, XX, 1139. 


This discussion is limited to cerebral abscess of 
otitic origin, superficial abscess, and localized non- 
suppurative encephalitis. 

The early symptoms of cerebral abscess are-chiefly 
those of sepsis. In the early stages headache is 
usually present but not severe. Later the picture 
may change to one of suppurative encephalitis with 
severe headache and signs of increased intracranial 
pressure. If the process becomes well walled off, 
only the signs of pressure remain. The headache is 
usually worse when the patient awakens and is 
increased by stooping and coughing. Severe head- 
ache accompanied by vomiting, drowsiness, and a 
slow pulse probably indicates an obstructive inter- 
nal hydrocephalus, and if the circulation is not 
re-established the condition may be fatal. 

The history of a previous otitis media and any 
accompanying infection is of importance. The 
signs of cerebellar abscess are: headache, which is 
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at first suboccipital and later bifrontal or general; 
incoordination, which is most marked in the upper 
homolateral extremity and is best shown by the 
finger-nose-finger test; nystagmus, which is usually 
homolateral; and sometimes an unwillingness in 
conjugate deviation toward the affected side. Tem- 
poral lobe abscess, when situated on the left side, 
may result in aphasia if the patient is right handed. 
To determine the presence of the aphasia many 
tests may be necessary. Three signs of importance 
which are common to temporal lobe abscess on 
both sides are: (1) slight contralateral weakness of 
the lower facial muscles of expression, (2) absence 
of, or a decrease in, the abdominal reflexes with 
increased tendon jerks or an extensor plantar 
response; and (3) a defect in the visual field from 
involvement of the optic radiation. The otitic 
abscess lies as a rule in the lower part of the temporal 
lobe and is therefore likely to affect first the inferior 
bundle of the radiation, producing a homonomous 
— in the superior quadrants of the opposite 
elds. 

In a case of localized cerebral abscess the cere- 
brospinal fluid is clear and contains a slight excess 
of cells (mainly lymphocytes) varying from eighteen 
to ninety-five per cubic millimeter. The protein 
content is increased and sugar-reducing bodies are 
present. A preponderance of polymorphonuclears 
in the fluid with diminution of chlorides and ab- 
sence of sugar reduction is usually associated with 
clinical evidence of meningitis and means that the 
abscess is leaking into either the ventricular system 
or the subarachnoid space. 

The distinguishing signs of a superficial abscess 
are sudden onset of convulsions or paralysis of the 
cortical type and a clear spinal fluid containing 
lymphocytes. The author reported one case three 
years ago and in this article reports another. 

Symonds believes that in the course of formation 
of every cerebral abscess there is a pre-suppurative 
stage of inflammation with engorgement, exudation, 
and swelling, and that in some cases this process 
may become arrested and resolve without pus 
formation. This seems to him to be the most 
probable explanation of cases in which the signs of 
a cerebral abscess are present at one time but 
disappear without the evacuation of pus. He reports 
three such cases—one that of a boy who had two 
negative explorations over the right temporal lobe 
and ultimately recovered; another, that of a man 
with undoubted involvement of the left temporal 
lobe and recovery without exploration; and the 
third, that of a boy with signs of right temporal 
lobe abscess and recovery six weeks after a negative 
exploration. Adson has reported three similar 
cases in children in which the condition developed 
after otitis media. In two, exploration was done 
but no abscess was found. One patient recovered 
without exploration. 

Such cases show that when the general and local 
signs of cerebral abscess are present, a negative 
exploration does not necessarily mean that an 


ut 
er 
on 

in 
lic 
a- 
en 
he 
h- 
ls 

a 
of 
ic 
ne 
ne 
ly 
n- 
6, 

i- 
1S 
of 
of 
le 
il 
L. 
d 
h 
d 
e 
| 
d 
e 
e 
: 
n 
t 


336 


abscess has been missed. In such a case, therefore, 
it may be wise to allow sufficient time for a possible 
spontaneous cure before proceeding to a second 
exploratory operation. 

ALBERT S. Crawrorp, M.D. 


Buzzard, E. F.: 
Facial Paralysis. 
1927, XX, 1133. 

McKenzie, D.: Postoperative Facial Paralysis. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 1137. 

Watson-Williams, E.: Glossopharyngeal Facial 
Anastomosis for Facial Palsy Following Suc- 
cessful Translabyrinthine Drainage for Men- 
ingitis. Proc. Roy. Soc. Med., Lond., 1927, xx, 


The Treatment of Traumatic 
Proc. Roy. Soc. Med., Lond., 


1137. 

Colledge, L.: Hypoglossal-Facial Anastomosis for 
Facial Palsy Following Mastoid Operations. 
Proc. Roy. Soc. Med., Lond. 1927, xx, 1138. 

Colledge, L.: Descendens Noni Facial Anastomosis 
for Bell’s Palsy. Proc. Roy. Soc. Med., Lond., 
1927, XX, 1138. 

Gill-Carey, C.: Spinal Accessory Facial Anasto- 
mosis for Facial Palsy During Acute Destruc- 
tion of the — Proc. Roy. Soc. Med., 
Lond., 1927, Xx, 11 

Layton, T. B.: Facial. Palsy Five Years After In- 
jury. Proc. Roy. Soc. Med., Lond., 1927, xx, 1138. 


Buzzarp discusses the difficulties in the treat- 
ment of lesions of the facial nerve due to the path 
of the nerve through the temporal bone and the 
impossibility of determining in certain cases whether 
the nerve has been completely divided, crushed, or 
merely exposed to the injurious effects of inflamma- 
tions in adjacent tissues. He states that the diffi- 
culty is particularly great in cases of complete or 
nearly complete division which, in the case of 
other nerves, might call for local surgical inter- 
vention in the form of a resection and reunion 
operation that, for anatomical reasons, is precluded 
in the case of the facial nerve. 

In general, a facial palsy resulting from a lesion 
of the nerve in its course through the temporal bone 
does not call for operative interference, and it is 
necessary to consider only what other measures will 
expedite the recovery of function. 

These cases of facial palsy may be divided roughly 
into two main groups. In the first may be included 
all cases which, after a lapse of three weeks from 
the onset of the palsy, show even the slightest 
return of function in the facial muscles and in 
which the muscles do not show the reaction of 
degeneration to electrical tests. It is doubtful 
whether any treatment will hasten recovery in such 
cases, but gentle rubbing of the facial muscles and 
the patient’s own attempts to carry out facial move- 
ments can be trusted to prevent undue delay. Per- 
fect recovery uncomplicated by contractures or 
spasmodic contractions may be expected. 

The second group of cases comprises those in 
which the reaction of degeneration is present at the 
end of three weeks from the date of onset of the 
palsy. In the majority of such cases only time will 
show whether regeneration is possible; no evidence 
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of regeneration will be forthcoming until after 
three or four months. In the interval we must be 
content to employ measures calculated to preserve 
the nutrition and contractility of the degenerated 
and atrophied muscles and to prevent the develop- 
ment of disfiguring contractures. To prevent the 
mouth from being drawn to the opposite side with 
consequent stretching of the muscles attached to 
its angle and upper border, a simple apparatus has 
been designed. The nutrition and contractility of 
the paralyzed muscles may be preserved by massage 
and by compelling contraction by means of the 
make-and-break of the galvanic current. 

As soon as any voluntary movement is possible, 
re-educational exercises of the muscles before a 
mirror is the best method of restoring normal con- 
trol over the features; massage and electrical treat- 
ment are no longer necessary. At this stage, post- 
paralytic contracture often develops, characterized 
by some permanent shortening of certain muscles 
and by the patient’s inability to discriminate in his 
facial expressions. It is doubtful whether this com- 
plication can be avoided by any means, and treat- 
ment bv massage and electricity is of no value when - 
once the condition had developed. It is difficult to 
determine how long massage and galvanism should 
be continued in the hope of obtaining signs of ne1ve 
1egeneration; the decision depends upon special 
circumstances, but, generally speaking, if there is 
no return of voluntary movement or of response to 
the faradic current at the end of six months it is 
useless to persevere with these methods. 

Buzzard states that his experience with opera- 
tions for anastomosis of the facial nerve is too 
meager to permit any expression of opinion regard- 
ing such measures. 

McKenzie reports the case of a 3-year-old boy 
upon whom the Schwartze operation was _per- 
formed eighteen months ago. The day after the 
operation, complete facial paralysis on the left side 
was noticed. Recovery is now progressing. An 
unusual feature of this case is the replacement of 
the normal closure of the left eyelid in spontaneous 
winking by a twitch at the angle of the mouth. © 

WartsoON-WILLIAMS reports the case of a woman 
56 years of age who was admitted to the hospital 
in February, 1926, with purulent meningitis and a 
“‘dead”’ labyrinth. At operation, the entire laby- 
rinth was found destroyed by a large cholesteatoma 
through which the facial nerve ran. The posterior 
fossa was drained through the internal auditory 
meatus and the facial nerve divided. The operation 
was followed by complete facial paralysis with 
reaction of degeneration. In October, 1926, the 
proximal end of the glossopharyngeal nerve, which 
was excluded to the stylopharyngeus, was united 
end-to-end to the facial nerve, which was divided 
at the stylomastoid foramen. Examination on 
December 1 showed a decrease in the flabbiness of 
the cheek and nearly complete disappearance of the 
epiphora. There is now very definite improvement 
in the tone of the face with some capacity for 
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voluntary movement at the corner of the mouth 
and in the forehead. When the face is in repose, 
asymmetry is scarcely noticeable. There is no 
change in the electrical reaction. 

COLLEDGE reports the case of a man 32 years of 
age who had had a mastoid operation performed in 
1921 and developed facial paisy fourteen days later. 
In 1923, another mastoid operation was done. 
There was no recovery of the tacial muscles except 
for slight voluntary movement of the orbicularis 
palpebrarum. In June, 1923, a hypoglossal-facial 
anastomosis with secondary descendens hypoglossal 
anastomosis was done. Recovery of all facial 
muscles to faradism has resulted. 

Another case reported by Colledge was that of 
a woman 29 years of age who was referred to 
Feiling on account of Bell’s palsy showing no im- 
provement after four years. All facial muscles on 
the left side showed a reaction of degeneration. A 
descendens noni anastomosis was done. The 
descendens noni was found to be appreciably 
smaller than the facial nerve. The peripheral end 
of the descendens was implanted into the side of the 
hypoglossal. A vear later there was recovery to 
electrical stimulation of all facial muscles and 
muscles supplied by the descendens. There was no 
paralysis of the tongue. 

Gitt-CarEy reports the case of a woman of 29 
years who was subjected to operation for mastoiditis 
in 1924. The nerve was paralyzed before the opera- 
tion and did not recover. When a radical operation 
was performed in January, 1925, the wound failed 
to heal. The labyrinth fell out as a sequestrum; 
immediate healing then resulted. In an operation 
performed by Fagge, the spinal accessory was 
divided below the nerve to the sternomastoid and 
joined to the facial nerve end-to-end. 

LAYTON reports the case of a boy who developed 
complete facial palsy following an attempt at a 
radical mastoidectomy in April, 1922. The injury 
to the nerve was outside the skull. A radical mas- 
toid operation was performed later. There has 
been some recovery of power. 


SPINAL CORD AND ITS COVERINGS 


Ledoux-Lebard, R., and Piot, E.: The Réle of 
Roentgen Therapy in the Treatment of Tumors 
of the Spinal Cord (Le réle de la roentgenothéra- 
pie dans le traitement des tumeurs médullaires). 
Presse méd., Par., 1927, xxxv, 465. 


The radical cure of spinal cord tumors has been 
greatly improved by the use of the X-rays. Injec- 
tions of lipiodol made into the spinal canal before 
operation (Sicard and Forestier) permit exact 
localization. After operation, the X-ray is of value 
for its curative powers; roentgen therapy alone 
has produced cures. 

For localization, 1 c.cm. of oil is injected into the 
canal above the supposed site of the lesion and a 
roentgenogram is made. The same quantity of the 
oil is then injected below the tumor and another 
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roentgenogram is made. The two roentgenograms 
should indicate exactlv the location of the neoplasm. 
After the operation, which should be as radical as 
possible, roentgen therapy should be given as soon 
as the wound has cicatrized well. 

The authors have determined the penetrating 
power of the X-ray in the spinal canal experimen- 
tally and have established an effective dosage. 
With a tension of 200,000 volts at 3 mm., they 
obtain 1,000 R. units in twenty minutes (copper 
filter 1 mm.; skin distance, 28 cm.; field, 12 by 12 
cm.). A median field is usually sufficient, but at 
times two lateral fields are used to obtain cross 
radiation of the tumor. From 500 to 1,000 R. units 
are administered every two or three days until 
4,000 have been given. The irradiation is then 
stopped for three months and at the end of that 
time a new series of treatments is advised. The 
authors have had no accidents, but emphasize the 
necessity for great care. 

The following four cases are reported: 

Case 1 was that of a 19-year-old boy with a four 
months’ history of pain over the area of distribution 
of the sciatic nerve associated with sphincter trouble 
and progressive paraplegia. Examination revealed 
diminished sensation over the entire distribution of 
the sacral nerves and especially over the second and 
third, a partial reaction of degeneration in the 
muscles of the calf on both sides, yellow spinal fluid 
with 5 lymphocytes, and a negative Wassermann 
reaction. Injection of lipiodol showed the lesion to 
be between the third and fourth lumbar vertebre. 
At operation, an oval tumor the size of a cherry was 
removed. Histological examination showed it to be 
a perithelial sarcoma. The operation was followed 
by the administration of 4,000 R. units in a period 
of three weeks. Even at the end of that time, im- 
provement was noted, especially a regression of the 
sensory disturbances. Three months later a second 
course of X-ray treatment was given, 2,500 R. 
units anteriorly and posteriorly. This was followed 
by progressive improvement with ultimate clinical 
cure that has persisted for three years. 

Case 2 was that of a man 4o years old who was 
suffering from complete paraplegia and anal and 
vesical sphincter trouble. Examination revealed a 
bilateral Babinski reflex, hypasthesia to touch, and 
anesthesia to pain and temperature up to the dis- 
tribution of the third thoracic nerve. Deep sensa- 
tion was diminished but not entirely gone. In the 
left groin there was a slightly movable gland. The 
spinal fluid was yellow and showed 5 lymphocytes. 
The Wassermann test was negative. A laminectomy 
was done at the level of the third dorsal vertebra 
and a lymphosarcoma measuring 2 by 5 cm. was 
removed. The gland in the groin was also removed 
and found to have the same structure as the cord 
tumor. After the wound had healed, 6,500 R. units 
were given. Two months later the patient was able 
to walk almost normally, the tendon reflexes had 
become nearly normal, and sensation had practically 
returned. In the second course of X-ray treatment, 
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2,000 R. units were given. The patient was then 
able to return to his business, that of a wine mer- 
chant, and after two and a half years the cure was 
complete except that one abdominal reflex was 
slightly less than the other. 

Case 3 was that of a boy of 18 years who com- 
plained of pain and weakness in both arms, difficulty 
in walking, muscular atrophy of the calves, clonus, 
and a peculiar gait. Laminectomy at the level af 
the second to fifth cervical vertebra revealed an 
intramedullary tumor which appeared to be a 
glioma. Closure was done without any attempt at 
removal of the tumor. After the wound had healed 
the patient was given 11,000 R. units in three 
regions, two posterior and one anterior. Improve- 
ment was noted during the treatment. Ten days 
after the last exposure the patient was able to sit up 
in bed and feed himself. Four months later he was 
able to walk, write, and draw. Six months later, 
4,000 R. units were given posteriorly and 3,500 R. 
units anteriorly. At this time the cure was complete 
except for a slight tremor evidenced in the hand- 
writing. 


Case 4 was that of a man of 40 years with com- . 


plete loss of voluntary motion in the legs which had 
developed gradually over a period of thirteen years. 
The legs were contracted in extension. The knee 
and Achilles jerks were exaggerated. Ankle clonus 
and a bilateral Babinski reflex were present. The 
abdominal and cremasteric reflexes were gone. 
Pain, touch, and temperature sensation were 
absent up to the breast region. There was complete 
loss of sphincter control. The cerebrospinal fluid 
was yellow and contained 8 lymphocytes. The 
Wassermann reaction was negative. Injections of 
lipiodol showed the tumor in the region between the 
last cervical and the fifth dorsal vertebra. Opera- 
tion revealed in this area an angioma which could 
not be removed. Ligation at the two ends was done 
and the wound closed. Three series of roentgen 
treatments were given at intervals of four months. 
There was only very slight improvement. The 
contracture showed some diminution and the pa- 
tient became able to sit up in bed. 

The authors believe that combined X-ray and 
operative treatment gives better results than either 
X-ray or operative treatment alone. They empha- 
size the importance of the use of deep penetrating 
rays well filtered, and the fact that true tumors of 
the cord are quite sensitive to the roentgen rays. 

Micuaet L. Mason, M.D. 


PERIPHERAL NERVES 


Bufalini, M.: Late Paralytic Symptoms in Adults 
with Spina Bifida Occulta (Sindromi paralitiche 
tardive in individui adulti affetti da spina bifida 
occulta). Chir. d. organi di movimento, 1926, xi, 137. 


The author reports, with roentgenograms, three 
cases of spina bifida occulta. with serious paralysis 
localized chiefly in the lower limbs. In two cases 
the paralysis was spastic and in one case it was 
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flaccid. The paralysis did not develop until the 
subjects had reached adult age. In the author’s 
opinion it was due to the occult spina bifida; all 
other causes could be excluded. The spina bifida 
was in the lumbar column in Case 1, in the dorsal 
column in Case 2, and in the sacral region in Case 3. 
In a fourth case, that of a man of 44 years, the 
symptoms were thought to be simulated. After an 
accident the patient complained of increasing weak- 
ness in the right leg which was accompanied by dis- 
turbances of sensation. None of the other physi- 
cians who examined the patient thought of spina 
bifida, but the possible presence of this condition 
was suggested to the author by his experience in 
the three cases reported in this article. Roentgen 
examination showed occult spina bifida of the first 
sacral segment. Because of the very low position 
of the spina bifida, the disturbances were due prob- 
ably to traction or compression of the root bundles 
by adhesions at the site of the rachischisis or to 
their becoming embedded in cicatricial tissue. 
Auprey G. Morcan, M.D. 


SYMPATHETIC NERVES 


Slesinger, E. G.: Periarterial Sympathectomy. 
Guy’s Hosp. Rep., Lond., 1927, xxvii, 151. 

The operation of periarterial sympathectomy 
consists in stripping the main artery of a limb of its 
perivascular nerve plexus. Though both afferent 
and efferent fibers are present in the perivascular 
plexus, experiments by Langley have shown that 
each portion of a vessel is supplied by branches 
from the spinal nerves, the sympathetic fibers 
passing from the cord through the white rami, 
sympathetic chain, and gray rami to reach the 
spinal nerve of the same segment. Mosser and 
Taylor proved experimentally that the vasocon- 
strictor fibers run mainly in the spinal nerves and 
not in the perivascular plexus. 

In reviewing reported cases of perivascular 
sympathectomy the author finds that, while many 
show little vascular improvement, the ‘relief of pain 
is a constant effect of the operation. Ligation or 
clamping of an artery is painful, as is also the lodg- 
ment of an embolus, and these facts are interpreted 
as indicating that fibers for painful sensation run 
in the perivascular plexus. This observation is sup- 
ported by the relief afforded by operation. Any 
vascular improvement which takes place is due to 
the abolishment of the vasoconstrictor spasm caused 
by the pain itself. 

The technique of the operation is described. 
The artery usually chosen is the femoral artery in 
Scarpa’s triangle or the third part of the axillary 
artery. 

Besides removal of the perivascular plexus, other 
procedures are the Sampson-Handley method of 
alcohol injection and the Doppler method of paint- 
ing the vessel with a 7 per cent aqueous solution of 
isophenol or phenol. Removal of the plexus has the 
advantage of allowing microscopic examination of 
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the tissue to prove that the nerve plexus itself was 
attacked. 

Interruption of the vasoconstrictor fibers in the 
vasomotor group of vascular disorders must be at 
the sympathetic ganglia, either the lumbar ganglia 
for the legs or the stellate ganglion for the arms. 
This has been done by Adson and Kanavel in 
Raynaud’s disease. 

In the author’s opinion the usefulness of peri- 
vascular sympathectomy lies between the extremely 
limited application of Sampson-Handley and the 
broadly inclusive ideas of Leriche. Slesinger advises 
it in the following conditions: (1) impending and 
actual “senile” gangrene; (2) diabetic gangrene; 
(3) arteriosclerotic gangrene, impending and actual, 
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including the toxic type of “endarteritis” beginning 
with symptoms of angina cruris and progressing to 
gangrene; and (4) painful conditions of the ex- 
tremities associated with circulatory disturbance 
and organic vascular changes. 

Beneficial results are not expected in functional 
or vasomotor conditions such as Raynaud’s disease, 
erythromelalgia, and the classical chronic type of 
Buerger’s disease. The best results are obtained in 
the senile cases, which may have an arteriosclerotic 
basis. Because of the constant relief of pain and, in 
many cases, the definite circulatory improvement, 
this operation is advised before the adoption of more 
severe measures in cases with present or impending 
gangrene. 
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CHEST WALL AND BREAST 


Pels Leusden, F.: Indurations of the Breast, Their 
Diagnosis and Treatment (Ueber Verhaertungen 
in der Mamma, ihre Diagnose und Behandlung). 
Med. Klin., 1926, xxii, 1551. 

The author emphasizes the difficulty met with in 
the diagnosis of diseases, especially indurations, of 
the breast. He believes it is better and more expe- 
dient for the physician to tell the patient that in 
some cases a definite diagnosis is impossible than 
for him to decide immediately that the tumor is a 
benign or a malignant growth. 

Particularly difficult in some cases is the decision 
as to whether the tumor is a solitary cyst deep in 
the breast tissue or a beginning carcinomatous nod- 
ule. Koenig has stated that when the breast is 
pressed against the chest wall a cyst disappears 
whereas a solid nodule can be felt more distinctly, 
but this is not always true. Operation should be 
advised to prevent the overlooking of a malignant 
change. ‘The results of trauma and of acute and 
chronic inflammations may simulate a malignant 
tumor. When a tumor is erroneously diagnosed by 
the physician as a malignant growth and becomes 
cured under treatment by a quack, the patient and 
the quack do not take into consideration the possi- 
bility that the diagnosis made by the physician may 
have been erroneous. The author reports a case of 
this type. 

The patient was a waitress on a train who, as the 
result of the jerking of the train, sustained injury to 
one breast on three occasions. Ultimately a slightly 
painful swelling of the breast with enlargement of 
the glands developed and a diagnosis of carcinoma 
of the breast was made. The breast was therefore 
amputated and the axillary glands were removed. 
However, pathological examination of the specimen 
showed only inflammation. The disturbance in the 
arm was regarded as the indirect effect of the injury. 

Deep abscess also causes the symptoms of tumor. 
In all doubtful cases the indurated area with a sur- 
rounding zone of normal glandular tissue must be 
removed. To prevent dissemination of the tumor, 
care must be taken not to squeeze the indurated 
tissue during its removal. The author disapproves 
of the removal of a specimen from the indurated 
area. A diagnosis can be made from frozen sections 
and usually even from the macroscopic appearance 
of the tumor. 

In the differential diagnosis, Paget’s disease, tu- 
berculosis, lues, echinococcus infection, and lipoma 
must be considered. Enlargement of one breast dur- 
ing the age of growth is not necessarily a sign of 
tumor formation. In chronic cystic mastitis, re- 
moval of the glandular tissue of the breast is suf- 


ficient; the skin and axillary glands may be pre- 
served. Fibro-adenoma and adenofibroma are be- 
nign growths, but when several are present, ampu- 
tation of the breast is necessary. When the axillary 
glands are removed for carcinoma or sarcoma, lymph 
stasis usually results. The author knows of a case 
in which a recurrence developed in the region of the 
pectoralis major at the tuberculum minus. He 
therefore recommends that this stump of the pec- 
toralis be removed as completely as possible. 
Glands involved by carcinoma are nearly always 
hard. Soft or medium hard glands suggest an in- 
flammatory condition. Bleeding from the breast is 
not a sure sign of cancer, but as it always suggests 
malignancy the treatment should be that of cancer. 
The diagnosis of carcinoma should be made only 
when the character of the disease remains constant. 
Rosensurc (Z). 


Deelman, H. T., and Jitta, J.: The Mortality of 
Cancer of the Breast and Cancer of the Uterus 
in the Netherlands and England (Die Sterb- 
lichkeit an Brustdruesen- und Gebaermutterkrebs 
in Niederland und England). Ztschr. f. Krebsforsch., 
1926, xxiv, 146. 

Statistical investigations throw light from vari- 
ous angles upon the considerable difference in the 
mortality of cancer of the breast and uterus in 
England and the Netherlands. In the period from 
1912 to 1920, for example, the average annual 
mortality from cancer of the breast per 100,000 
inhabitants was 20.4 in England and 1o.1 in the 
Netherlands, and the corresponding mortality from 
cancer of the uterus was 24.6 in England and 12.1 
in the Netherlands. 

In order to determine the relation between 
operable and inoperable carcinoma of the breast 
and uterus in the Netherlands, a questionnaire was 
sent to 156 physicians with large practices. The 
replies showed that of 338 cases of carcinoma of the 
breast, 225 (68.5 per cent) were operated upon and 
123 (31.5 per cent) were not operated upon. The 
latter included the cases of thirty-nine patients who 
refused operation. In England, during the same 
period of time, from 63.4 to 64.6 per cent of the 
cases were operated upon. The frequency of opera- 
tion in both countries was therefore about the same. 
Of the cases of carcinoma of the uterus in the 
Netherlands, 50 per cent were operated upon. The 
cases not operated upon included those of nine 
patients who refused operation. Therefore 50 
per cent of the cases were operable and 41 per cent 
were inoperable. Comparable statistics for car- 
cinoma of the uterus in England are not available. 

With regard to the extension of the disease, it 
was found that of 181 cases of carcinoma of the 
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breast which were operated upon in the Netherlands, 
112 (61.9 per cent) showed metastases in the lymph 
glands. The corresponding incidence of metastases 
in England was 57.9 per cent. In 30.9 per cent of 
the cases of carcinoma of the breast in the Nether- 
lands the primary tumor lay free in the breast; in 
44 per cent it was adherent to the skin; and in 25.1 
per cent there were adhesions between it and the 
deep fascia and muscles. The corresponding per- 
centages in the English cases were 52.8, 33.7, and 
13.5. It is therefore apparent that the patients 
treated in the Netherlands were generally in a 
somewhat worse condition at the time of operation 
than the English patients, and when we take into 
consideration the almost identical operability of 
the cases of both countries, the similar incidence of 
metastasis, and the higher mortality in England, 
the conclusion seems warranted that carcinoma of 
the breast is more virulent in England than in the 
Netherlands. In the cases of carcinoma of the 
uterus which were operated upon in the Netherlands 
the tumor had already invaded the parametrium or 
the regional lymph glands in 40 per cent. 

With regard to the interval between the time 
when the evidences of carcinoma were first noticed 
and the time at which the operation was performed, 
it was found that the cases in which this period was 
less than one-half year were more common in 
England (248 of 386 cases in England and 168 of 450 
cases in the Netherlands). According to this finding, 
the mortality should be lower in England than in 
the Netherlands, whereas the opposite was the case. 

These statistics suggest that carcinoma is more 
frequent in England than in the Netherlands. 

In conclusion the author gives data regarding 
the influence of age, number of children, mis- 
carriages, heredity, and the onset of menstruation 
and the menopause on the development of cancer 
of the uterus and breast. The figures for the two 
countries are similar. From a relatively small num- 
ber of cases the conclusion is reached that in English 
women an attack of mastitis has no effect on the 
development of a carcinoma of the breast, whereas 
it does have an effect in women of the Netherlands. 
The data from both countries show that carcinoma 
was twice as frequent in women who had not nursed 
children as in the others. STUEBLER (G). 


TRACHEA, LUNGS, AND PLEURA 


Cavina-Pratesi, G., and Barcella, L. ‘M.: Extra- 
pleural Thoracoplasty and Phrenicotomy in 
the Treatment of Pulmonary Tuberculosis 
(La toracoplastica extrapleurica e la frenicotomia 
nella cura della tuberculosi polmonare). Arch. 
ital. di chir., 1926, xvi, 707. 

The authors report six extrapleural thoracoplas- 
ties performed on four patients with no deaths. The 
operation was done as a last resort. Its results de- 
pend to a great extent on the patient’s general con- 
dition and the postoperative care. It must be 
supplemented by medical and dietetic measures. 


The article includes also the report of ten cases 
of phrenicotomy. In the authors’ opinion, the re- 
sults of phrenicotomy as an independent operation 
are not so good as is generally stated in the litera- 
ture. Even when complete paralysis of the dia- 
phragm is brought about, there is usually a vicarious 
action on the part of other respiratory forces, 
chiefly costal, which decreases the effect to such an 
extent that it is doubtful whether sufficient com- 
pression of the base of the lungs can be brought 
about for the proliferation of connective tissue which 
is necessary for cure. Though the immediate results 
of phrenicotomy are encouraging, especially in well- 
selected cases, the late results are less satisfactory. 
However, in the treatment of such a serious disease 
as pulmonary. tuberculosis, even moderately good 
results are worth while when they can be obtained 
without danger by such a slight operation. 

Auprey G. Morcan, M.D, 


Johnson, F. E.: Pyopneumothorax in Infants: A 
Report of Ten Cases Complicating Pneumonia. 
Am. J. Dis. Child., 1927, xxxiii, 740. 


Pyopneumothorax in infants is often not recog- 
nized and occurs more frequently than the literature 
indicates. The symptoms of air developing in the 
pleural cavity in infants are not characteristic. 
However, when an infant with pneumonia suddenly 
becomes cyanotic and dyspneeic, the entrance of air 
in the pleural cavity should be considered. 

Tympany, coin sound, and succussion may be 
looked upon as cardinal signs. Roentgen-ray ex- 
amination with the patient in the sitting posture, 
and the blowing outward of the syringe plunger at 
the time of needling give conclusive evidence of 
pyopneumothorax. 

The prognosis is grave. A favorable outcome 
depends greatly upon early diagnosis followed by 
adequate drainage, preferably by rib resection. 

FE. M.D. 


Fraenkel, E.: The Prognosis and Treatment of 
Pneumothorax Empyema, with Special Refer- 
ence to Thoracic Fistulz (Beitrag zur prognos- 
tischen Beurteilung und zur Therapie des Pneumo- 
thoraxempyems mit bésonderer Beruecksichtigung 
der Thoraxfistel). Zéschr. f. Tuberkul., 1926, xlvi, 
300. 


The author’s opinions regarding the treatment 
of the various forms of pleural empyema are based 
upon his experiences with purely ambulatory cases 
of empyema among patients of the poorer classes in 
a large city. In accordance with the prevailing 
custom, Fraenkel applies the term “pneumothorax 
empyema” only to those pleural exudates which 
have progressed from a rapidly developing serous 
exudate with more or less severe disturbances of the 
general condition and periods of very high fever and 
to cases which develop primarily as empyema 
with positive bacteriological findings. ‘The latter, 
particularly, are apt to leave, after subsidence of the 
acute symptoms, a condition of extraordinary 
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sensitiveness, the cause of which is to be sought in 
the specific tuberculous disease of the pleura. All 
of these forms may terminate favorably under 
purely conservative treatment. 

In agreement with the majority of surgeons 
treating pneumothorax, the author has abandoned 
the use of irrigations in cases of unmixed infected 
empyema as he has seen no definite benefit from it. 
With regard to the indications for puncture his 
views are essentially those commonly held. He 
warns particularly against the repetition of punc- 
tures in cases of tuberculosis of the pleura, a condi- 
tion characterized by marked lability after any 
form of interference. 

Also with regard to the indications for thoraco- 
plasty the author agrees with those who advocate 
considerable restraint. However, after the develop- 
ment of a permanent pneumothorax and when 
restoration of the function of the lung is impossible 
or undesirable, thoracoplasty should not be delayed. 

On the basis of two of his own cases, which he 
reports in detail, the author submits a valuable 
contribution on the treatment of pneumothorax 
empyema with fistula. In one case with thin pus 
and bacilli, two fistula with little secretion were 
healed only after repeated evacuation of the exudate, 
but a complete clinical cure and full capacity to 
work were obtained. In the other case, a case of 
external fistula from pneumothorax empyema with 
an otherwise favorable prognosis, failure to perform 
an immediate thoracoplasty proved to be incorrect. 
The empyema which had been sterile for a long 
time finally became infected through the fistula 
which secreted large amounts of pus, and although 
an extrapleural thoracoplasty was finally performed 
and the patient withstood it well, she died as the 
result of the necessary supplementary operation. 

From these interesting parallel observations the 
author draws the following conclusions: 

Fistula which have only a slight secretion and are 
apparently narrow and do not run a straight course 
may exist for a long time without developing a 
mixed infection and therefore do not contra-indicate 
the awaiting of a spontaneous recovery. In-cases of 
fistula which secrete constantly or in attacks and 
are therefore very patent, thoracoplasty should be 
done before the onset of mixed infection. 

The author’s own observations include 115 cases 
of pneumothorax followed since 1919 and seventy- 
five cases seen during the World War. In none of 
these cases did a permanent pneumothorax result. 
Rupture of a cavity occurred once. Grar (Z). 


Oelschlaegel, B.: The Treatment of Pleural Empy- 
ema: A Critical Contribution (Zur Therapie des 
Pleuraempyems: ein kritischer Beitrag). Beitr. z. 
klin. Chir., 1926, cxxxviii, 91. 


Simple thoracotomy supplemented by breathing 
exercises against resistance gives as good results in 
pleural empyema as any other method. Its dangers 
have been exaggerated. The citation of mortality 
statistics as an indication of the value of a method 


of treatment is being abandoned. If a given tech- 
nique insures thorough drainage of the pus in 
empyema, the mortality associated with the use of 
that technique is of relatively little value as a 
criterion of the value of the method as empyema is 
often only a complication of some basic disease 
having no therapeutic relation to it. The evaluation 
of different methods of treatment must therefore be 
based on other grounds. 

The demand made by empyema of any treatment 
is effective drainage with as little strain on the 
patient’s general resistance as possible. This indi- 
cation is met to a greater or less extent by various 
methods of treatment. The value of any technique 
depends not only on its use to meet the indications 
in a given case, but also on its wider application in 
the rush of active practice, i.e., its ability to effect 
a prompt and good functional cure. 

From this point of view, thoracotomy is decidedly 
better than any other method for the treatment of 
empyema. It is not dependent upon the character 
of the pus. The criticism that its indications are 
limited because it greatly endangers the general 
resistance is not justified. The danger of respiratory 
and circulatory embarrassment from pneumothorax 
is not of great moment in empyema except in the 
very early cases, as the displacement of the medias- 
tinum and collapse of the lung are considerably 
hindered by the infiltrative inflammatory process 
which is present. The objection that by opening 
the pleural cavity and producing a pneumothorax 
the resistance of the pleura is greatly diminished 
(Noetzel) is not correct. The inflamed pleura is not 
possessed of much bactericidal or resorptive power 
and it loses what it has the moment an inflammatory 
process starts and the plastic exudate or granulation 
tissue is thrown out, a reaction that has as its pur- 
pose the localizing of the infection to favor healing. 
This function is possible only if the products of 
inflammation are removed. A further advantage of 
simple thoracotomy over other methods of treat- 
ment lies in its simplicity. 

In the Fischbach hospital, a simple thoracotomy 
supplemented by breathing exercises against resist- 
ance is the method of choice. In sixty-four of 
seventy cases an open thoracotomy was done; in 
four, a thoracentesis; and in one, aspiration. ‘The 
average time required for cure was sixty days. A 
fistula developed in two cases. There were fourteen 
deaths, a mortality of 20 per cent. The variations 
in the mortality are generally between o and 50 
per cent. The time required for a cure in Koegel’s 
cases averaged sixty-four days, and in Perthes’ 
cases, eighty-three days. The cause of death in the 
fourteen fatal cases in the Fischbach hospital was 
sepsis in two, miliary tuberculosis in one, pneumonia 
on the sound side in two, and perforation of the 
appendix with subsequent peritonitis in one. In six 
cases the cause of death was not ascertained, but 
was probably not related to the thoracotomy as the 
patient did not die until some time after the 
operation. Grar (Z). 
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Schaedel, H.: The Treatment of Empyema (Zur 
Frage der Empyembehandlung). Beitr. z. klin. 
Chir., 1926, Cxxxvii, 751. 

The author advises very great restraint in the 
performance of rib resection for the drainage of 
empyema cavities and in the performance of tho- 
racoplasty in the treatment of residual empyema 
cavities or fistula. He states that a rib resection is 
not a minor procedure as it may render a major 
intervention, such as thoracoplasty, necessary later. 
Rib resection destroys the continuity of half of the 
thorax and consequently disturbs its function. 
Siphon or suction drainage, by whatever method, 
can never restore the latter. It is not the empyema 
that makes the walls rigid, but the loss of function 
resulting from the rib resection. 

The best procedure for the patient is the simplest 
and easiest intervention possible. If rib resection 
should be unavoidable, it is not necessary to do a 
thoracoplasty immediately, not even when the 
fistula has been present for six months or longer. 
According to experience in the World War, amyloid 
degeneration is not greatly to be feared. 

The author bases his conclusions on five cases 
which he reports in detail: 

In the first case, that of a boy 6 years of age with 
a fistula of three months’ duration which followed 
the resection of two ribs and the opening of a 
tuberculous empyema by another surgeon, the 
author obtained a permanent cure within eleven 
weeks by simply removing the drain. Three weeks 
before the closure of the fistula he was able, only 
with difficulty, to prevent the performance of a 
thoracoplasty which was recommended by another 
surgeon because of the fear of amyloid degeneration. 

In the second case there was a right-sided hamo- 
thorax from a bomb-shell injury. The author pre- 
vented the rib resection which was recommended by 
a consulting surgeon after a febrile course of four 
weeks. Fourteen days later the fever receded, and 
since then the course of the condition has been 
favorable. 

Case 3 was that of a young woman with hemo- 
thorax due to a gunshot wound and suppuration 
following a rib resection. The patient came to the 
author for treatment three months after the opera- 
tion. Schaedel removed the drain. Three months 
later a thoracoplasty was recommended by a con- 
sulting surgeon because of the danger of amyloid 
degeneration, but was refused. The patient recov- 
ered, and today, eleven years later, is entirely free 
from symptoms. 

Cases 4 and 5 were cases of metapneumonic 
empyema. In Case 4 the fever receded fourteen 
days after puncture and the withdrawal of 20 c.cm. 
of streptococcus pus. Today, two and a half years 
later, the patient is entirely free from symptoms. 
In Case 5 the fever receded on the day of puncture 
with the withdrawal of 15 c.cm. of pus. 

In the discussion of this report, Tietze (Breslau) 
warned against the usual meddlesome treatment 
given in empyema. He stated that the proper 


treatment consists in rib resection, the introduction 
of a wide tube in a hole in the pleura, which should 
not be too large, and the use of a suction apparatus. 
Special measures are necessary only in sahevcdons 
and parapneumonic influenzal empyema. In meta- 
pneumonic pneumococcus empyema, operation may 
sometimes be rendered unnecessary by spontaneous 
resorption. Grar (Z). 


HEART AND PERICARDIUM 


Hesse, E.: The End-Results of Suture of the Heart 
(Die Dauerresultate der Herznaht). Verhandl. d. 
17 russ. Chir.- Kong., Leningrad, 1926. 

The author reports upon the end-results of suture 
of the heart in forty-eight cases treated at the 
Obuchow Hospital in Leningrad and 107 cases 
reported in the literature. Twelve of the patients 
treated at the Obuchow Hospital were subsequently 
examined—one of them after fifteen and a half 
years. Hesse draws the following conclusions: 

1. Suture of the heart gives excellent results in 
77.3 per cent of the cases, good results in 22.7 per 
cent, and poor results in 1.7 per cent. 

2. In 1 per cent of the cases there is inability to 
work; in 18.4 per cent, relative ability to work; and 
in 80.1 per cent complete ability to work. 

3. The sutured heart is often able to meet the 
most severe demands made upon it, such as those 
of pneumonia, typhoid, relapsing fever, chronic 
alcoholism, and heavy military service. 

4. Ligation of the branches and the descending 
branch of the coronary artery in ten cases had no 
unfavorable effect upon the end-result. 

5. A suppurative pericarditis does not necessarily 
cause death; even in this condition the end-result 
may be good. 

6. Among the most common complications of 
cardiac suture are adhesive pericarditis and medi- 
astinopericarditis, which occur in 27 per cent of the 
cases. The heart which is limited in its movement 
reacts eventually with hypertrophy. In two of the 
cases reviewed, complete obliteration of the peri- 
cardium led ultimately to severe decompensation 
and death. In such cases, precardiac thoracolysis is 
indicated. The flap resection of the ribs gives poor 
results because of subsequent adhesions. Widening 
of the wound canal in layers with complete resection 
of the ribs is preferable. 

7. The prevention of intrapericardial adhesions 
and secondary infection requires complete closure 
of the pericardium and pleura by suture. 

8. The injury of the heart is not rarely followed 
by myocarditis with dilatation. It is not impossible 
for relative insufficiency of the valves to develop on 
this basis. 

g. Aneurism formation at the site of the suture 
is not rare. It is due to anemic infarction. 

10. It is roentgenologically demonstrable that the 
fibrous degeneration of the heart muscle may lead 
to a disturbance of the contractility of the cardiac 
wall. 
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11. In one case a disturbance of the bundle of 
His was demonstrated. In time, this condition dis- 
appeared. 

In the discussion of this report, BRAIzev stated 
that in one case of cardiac injury (the removal of a 
bullet from the wall of the heart with opening of the 
right ventricle and severe bleeding) flap resection 
of the ribs was done successfully and the patient is 
now entirely free from symptoms. He therefore 
does not regard it as always necessary to do a com- 
plete resection. 

HAGEN-ToRN reported that he prefers the flap 
resection to the complete resection as with the 
former the thoracic cage remains unchanged and the 
open pneumothorax is changed into a closed one. 
However, only the following method should be used, 
viz., resection of two ribs at a certain distance from 
the sternum by means of two horizontal incisions 
along the intercostal spaces, the base of the flap 
being formed at the sternum. This method gives 
wide access to the heart and was employed suc- 
cessfully in several cases. 


GREKOv proposed the complete resection twenty 
years ago because considerable time can be saved by 
it, the approach to the heart is wide enough for the 
immediate location of the wound, and in medias- 
tinopericarditis, as Brauer has shown, the work of 
the heart is immediately made easier. The same 
principle holds good also in cases of injury to the 
heart with subsequent mediastinopericarditis. The 
flap resection should not be absolutely abandoned 
entirely as it can be carried out successfully, but the 
complete resection remains the method of choice. 

DZHANELIDSE called attention to the fact that 
the cases of Braizey and Hagen-Torn were not 
cases of recent heart injury but cases of the removal 
of foreign bodies. He recommended the complete 
resection for recent injuries. 

In conclusion, HEssE stated that the complete 
resection of the ribs has the great advantage that it 
can be carried out more quickly and gives wide 
access to the heart, while after flap resection the 
window cannot be widened subsequently in case it 
is too narrow. Ho (Z). 


— 


h 


n 
E 
t] 
t] 
ir 
I 
b 
te 
a 
tr 
Ww 
pt 
of 
pé 
be 
of 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Traxler, I. O.: A Large Diverticulum of the Bladder 
in the Sac of a Crural Hernia in a Woman 
(Grande diverticolo vescicale in sacco d’ernia 
crurale di donna—resezione—guarigione). Arch. 
ital. di urol., 1927, iii, 355. 

Diverticulum of the bladder is more frequent in 
inguinal than in crural hernia and therefore more 
frequent in men than women. The author’s case 
was that of a woman of 54 years who, for about a 
year, had had a swelling at the root of the right 
thigh. On examination, a diagnosis of irreducible 
crural hernia was made. Operation was performed 
under local anesthesia induced with novocain. 
When the sac was opened it was found to contain a 
large intraperitoneal diverticulum of the bladder. 
As reduction was impossible, the diverticulum was 
ligated and resected. The ligation was reinforced 
by two catgut sutures in the resected margins. The 
stump was buried in the crural canal. The hernial 
sac was then ligated and resected and the stump 
buried. The pectineus was sutured to Poupart’s 
ligament and a continuous suture of the subcuta- 
neous tissue was done. The skin was sutured with 
hooks. 

The diverticulum measured 32 sq. cm. and its 
neck would admit only a sound of moderate size. 
Histological examination showed that its walls had 
the same structure as normal bladder walls. It was 
therefore an intraperitoneal cystocele. In this type 
of cystocele the hernia is formed of a diverticulum 
implanted on the intraperitoneal part of the bladder. 
In the case reported the diverticulum was covered 
by peritoneum which formed the hernial sac. 

The author regards his method of suture superior 
to the classical method. Recovery was uneventful 
and the patient is now in perfect health. _ 

Auprey G. Morcan, M.D. 


Schoenbauer, L.: Experiences in the von Eiselsberg 
Clinic in the Treatment of Diffuse Peritonitis 
Due to Perforation by Irrigation with Pepsin 
Acidified with Hydrochloric Acid (Die Erfah- 
rungen der Klinik Eiselsberg bei der Behandlung 
der diffusen Perforationsperitonitis mit Spuelung 
mit salzsaurem Pepsin). Zentralbl. f. Chir., 1926, 
liii, 2834. 

Of various solutions of hydrochloric acid used in the 
treatment of peritonitis, a .3 per cent dilute solution 
was found to have the best bactericidal effect when 
pepsin solution of a strength corresponding to that 
of the normal gastric juice was added to it. For the 
past four and a half years the following solution has 
been used at the von Eiselsberg Clinic: 4.5 c.cm. 
of dilute hydrochloric acid, 1,500 c.cm. of sterile 


distilled water, and 1 gm. of pepsin solution of a 
digestive strength of 1:3,900. In experiments on the 
abdominal cavity of the dog it was found that the 
pepsin prolongs the action of the hydrochloric acid. 

In a case of postoperative diffuse fibrinopurulent 
peritonitis which developed suddenly (probably as 
the result of the giving way of the sutures) fifteen 
days after a resection of the stomach by the Billroth 
Il method for duodenal ulcer and extirpation of 
the shrunken gall bladder, the abdominal cavity 
was thoroughly irrigated with 3 liters of hydro- 
chloric acid-pepsin solution at a second laparotomy 
and then closed in three layers. After the one of 
an abscess in the abdominal wall, a cure resulted in 
six weeks. 

In 117 cases of perforation peritonitis which were 
treated with the hydrochloric acid-pepsin solution 
there were fifteen deaths, a mortality of 12.8 per 
cent, whereas in 164 cases not so treated there were 
fifty-seven deaths, a mortality of 34.8 per cent. 
From the point of view of the etiology of the condi- 
tion, the results of treatment were as follows: 


Without With irrigation 


Mor- 
tal- tal- 
ity ity 
Per Per 

’ Cause Cases Deaths cent Cases Deaths cent 
Gastric or duodenal per- 


Perforation of appendix 117. 33 28 71 7 9 
Perforationofgallbladder 6 3 50 6 o ° 


In twenty-nine cases of peritonitis following per- 
foration of the appendix which came to operation 
within the first twenty-four hours and in which 
irrigation with hydrochloric acid-pepsin solution 
was done, and in ten cases of perforation of the 
appendix which are not included in the author’s 
statistics and in which the exact time of the per- 
foration was not definitely known, there were no 
deaths. Hintze (Z). 


GASTRO-INTESTINAL TRACT 


Rassers, J. R. F.: The Pathogenesis of Chronic 
Gastro-Intestinal Ulcer, and Some Remarks 
on the Question of a Rational Therapy (Dic 
Pathogenese des chronischen Magen-Darmge- 
schwuers nebst einigen Bemerkungen zur Frage einer 
rationellen Therapie; experimentelle Studie). 1926, 
Leiden, Van Doesburgh. 

In discussing the fact that the living gastric 
mucosa is protected from self digestion, the author 
emphasizes particularly the physical character of 
the gastric secretion, especially the hydrochloric 
acid secretion. He states that there is general agree- 
ment as to the material from which the hydrochloric 
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acid of the gastric juice is produced, but that the 
problem as to how the secretion of the acid takes 
place is still unsolved. He reviews the various 
theories. He proceeds from the observation of 
Bemmelen that neutral salts may be split into acid 
and base by the process of adsorption. He is of the 
opinion that by hydrolytic dissociation of sodium 
chloride, sodium hydroxide is adsorbed by the 
protoplasm of the glandular cells and that in this 
way protection is obtained against the secreted 
hydrochloric acid and against the pepsin which 
acts only in the presence of hydrochloric acid. He 
attempted to prove the correctness of this theory by 
experiments on animals. 

Four strong healthy dogs were fed on rice cooked 
in distilled water and given distilled water to drink. 
The rice contained only traces of chlorides. During 
the administration of this diet, the chloride content 
of the urine sank to very nearly zero, but that of the 
blood remained almost constant at 0.6 per cent. 
After fourteen days no hydrochloric acid could be 
found in the gastric secretion. The dogs were then 
given 100 c.cm. of strongly active acid-pepsin 
solution obtained from pigs. This was introduced 
into the fasting stomach through a tube. 

The theory upon which the subsequent deter- 
minations were based was that when, under the 
influence of a salt-free diet, the hydrochloric acid 
secretion of the stomach has ceased, no protective 
sodium hydroxide will be left in the glandular cells 
giving rise to this secretion, and the administered 
acid-pepsin solution can carry on its pepsin activity 
unhindered. 

The dogs were killed after twelve, eighteen, 
twenty, and twenty-four doses of the acid-pepsin 
respectively given at intervals of from one to three 
_ days. In all, definite changes in the stomach were 
found. In two, there were numerous very hemor- 
rhagic erosions throughout the gastric mucosa. In 
two others, there were numerous small ulcers in the 

yloric antrum and several larger and deeper ones 
in the duodenum (some going down to the serosa). 
In two dogs which had been given the same diet 
poor in salt but no pepsin, the gastric mucosa 
showed no changes from the normal after a month. 
In two dogs given the same diet for fifty-nine and 
eighty-two days respectively there were many small 
hemorrhagic erosions of the gastric mucosa, and 
in one of these dogs there were, in addition, two 
small ulcers of the pylorus. 

In order to obviate the objection that the changes 
might have been due to a deficiency of vitamines, 
dogs were given a salt-poor diet with the addition of 
vitamines for periods ranging from ninety-one to 
one hundred and thirty-seven days. In none of 
these animals were pathological changes found in 
the stomach or duodenum. 

In another series of experiments, dogs fed on a 
salt-free diet with vitamines were given acid-pepsin 
in addition. All of these animals showed patho- 
logical changes—small ulcers in the antrum and 
larger ulcers in the duodenum. 


In a dog given an ordinary diet of mixed food 
and 100 c.cm. daily of the acid-pepsin solution for 
fifty-nine days, the stomach was normal. 

The microscopic findings are reported only 
briefly. From the three findings mentioned it 
appears that first a gastritis developed and that 
the ulcer formation was definitely of an inflamma- 
tory nature. It is emphasized that the described 
changes in the stomach occurred only in the antrum 
and never in the fundus. The author assumes that, 
since the stomach of the dog fed a salt-free diet no 
longer secretes hydrochloric acid, no sodium hy- 
droxide is retained in the mucosal cells to protect 
them against the administered acid-pepsin and as 
a result these cells are acted upon by the pepsin. 
The chief essential in ulcer formation, according to 
Rassers, is a lack of protective sodium hydroxide 
in an area with circulatory disturbances due to such 
conditions as embolism, arteriosclerosis, and spasm. 

For the surgical treatment of gastric and duo- 
denal ulcer, Rassers favors jejunostomy based on the 
indications given by Laméris. Konjetzny (Z). 


Rivers, A. B.: Hemorrhagic Focal Gastroduodenal 
Lesions: Preliminary Report of Three Cases. 
Arch, Int. Med., 1927, xxxix, 564. 


Rivers presents a preliminary report of the in- 
vestigation of a series of cases of hemorrhage from 
the gastro-intestinal tract. He is concerned par- 
ticularly with those cases, surprisingly large in 
number, in which the hemorrhage cannot be attri- 
buted to definite ulceration. In many of these, the 
hemorrhage may be due to varices, hepatitis, he- 
patic cirrhosis, splenic disease, or blood dyscrasia. 
For lack of other evidence, the hemorrhage has 
been attributed sometimes to associated disease of 
the gall bladder or appendix. In some of the latter 
cases, as well as in others in which no such abnor- 
mality could be found, the surgeon discovered some 
unusual condition about the pylorus or in the duo- 
denum manifested by adhesions about the pylorus 
or oedema or stippling of the duodenum. The his- 
tory was characteristic of peptic ulcer, but the 
roentgenological appearance did not bear out such 
a diagnosis. It was largely the hemorrhage which 
made exploration necessary. 

In many of these cases a history of attacks of 
tonsillitis, adenitis, or acute arthritis just prior to 
the onset of bleeding suggested a relationship of the 
condition to focal infection. The author reports 
three cases of this nature in which bacteriological 
study, including injection into animals, was carried 
out. 

In all three cases the urgent complaint was 
hemorrhage from the stomach. Symptoms con- 
sisting of gastric distress and, in two of the cases, 
pain and vomiting, had persisted for many years. 
In the second case the hemorrhage and vomiting had 
commenced some months after a gastro-enteros- 
tomy. In every case there was a history of tonsilli- 
tis, and in one instance the tonsils had been excised. 
In the first case the mouth was edentulous, but 


SURGERY OF THE ABDOMEN 347 


infected roots were found. In the two other cases, 
periapical infection was discovered. In the first 
case, operation revealed a small hemorrhagic spot 
on the anterior surface of the duodenum and con- 
siderable stippling. In the second case (in which 
gastro-enterostomy had been performed previously) 
the ring of the stoma showed highly injected areas. 
In the third case, the stomach and duodenum were 
normal, but the appendix was chronically infected 
and was removed. 

In all three cases cultures were made from the 
infected teeth and injected into animals. Within a 
very short time (twenty-four hours in the first 
case), injection or submucous hemorrhage with 
stippling was found in the duodenum of the animals. 

In general, if operation is performed shortly after 
the occurrence of the hemorrhage, an acute lesion 
of the sort described is found in the duodenum; if 
operation is postponed, very little will be found to 
account for the bleeding, as in one of the cases 
reported. The author expresses the opinion that 
many of the cases of so-called ‘‘appendiceal bleed- 
ing’’ or ‘“‘gall-bladder bleeding” are probably 
attributable to acute lesions in the stomach or about 
or in the duodenum. When such cases have been 
recognized, treatment consisting in the eradication 
of infected foci and the administration of a bland 
diet of high-calorie content has given very encour- 
aging results. 


Levit, V.: Pyloromyotomy According to the Method 
of Payr in the Treatment of Pylorospasm 
(Ueber die Pyloromyotomie nach Payr bei Pyloro- 
spasmus). Verhandl 
Leningrad, 1926. 

Under normal conditions, the function of the 
pylorus is regulated by the intravegetative reflexes 
of the entire alimentary tract. By a pathological 
process in any portion of the intestinal canal, these 
reflexes may be increased. There then occurs a 
spastic contraction of the pylorus whereby the 
secretory and motor function of the stomach is 
disturbed. 

For the treatment of pylorospasm, Madlener 
recommended resection of the pyloric sphincter, and 
Heineke and Mikulicz recommended pyloroplasty. 
According to Payr, the latter operation has the 
disadvantage of forming, as a result of the trans- 
verse suture, a sort of valve which may hinder the 
emptying of the stomach. Payr therefore recom- 
mends a longitudinal suture including only the 
serosa, analogous to the Weber-Rammstedt opera- 
tion on children. 

The author performed the Payr pyloromyotomy 
in five of his cases. After the operation the gastric 
secretion was usually stronger and the hydrochloric 
acid secretion was increased. This condition per- 
sisted for from five or six months to one and a half 
years. In order to explain it, a series of experiments 
were carried out. In these it was found that stimula- 
tion of the ileocecal region with the faradic current 
increased the peristalsis in the prepyloric portion of 
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the stomach and induced pylorospasm. When 
chloric acid barium was introduced into the ileum 
the effect was increased. The increased peristalsis is 
only slightly painful, but the pylorospasm causes 
definite pain and a change in the gastric secretion. 
After pyloromyotomy an increase in the gastric 
secretion occurs, but this soon diminishes and 
finally disappears entirely. No conclusions as to 
the final results of the Payr operation are drawn as 
the period of observation has been too short. 

In the discussion of Levit’s paper, SavKov 
(Pensa) reported the development of peptic ulcer 
of the jejunum in nine of 450 cases operated upon. 
Such a lesion is most apt to develop in persons with 
a neurotic make-up, a tendency toward spasm, in- 
creased acidity, and faulty pyloric function. Peptic 
ulcer of the jejunum has not developed in Savkov’s 
cases since he has sutured the mucosa with resorb- 
able sutures and has prescribed a suitable post- 
operative diet. 

Rusanov (Woronez) reported that in 450 opera- 
tions he found only one jejunal ulcer. Of importance 
in the prevention of such a lesion are careful and 
bloodless suturing, the Braun method of anasto- 
mosis, and a fluid diet during the first week after 
the operation. 

MAmBREz (Leningrad) stated that in Hesse’s 
clinic, vicious circle developed in six of 254 cases in 
which a gastro-enterostomy was performed. In 
cases of acute vicious circle the operation should 
be as simple and as little time-consuming as possible, 
viz., entero-entero-anastomosis by the Braun 
method. In cases of chronic vicious circle, it is 
better, when the patient’s strength allows it and the 
gastric ulcer is healed, to close the gastro-enteros- 
tomy and re-establish normal conditions. 

SPASOLULTOZKIJ (Ssaratov) reported that once, 
during another operation, he happened upon a pep- 
tic ulcer of the jejunum consecutive to gastro- 
enterostomy and from this fact he has come to the 
conclusion that the lesion is more common than is 
generally believed. 

PrETRASEWSKAJA (Leningrad) emphasized the 
importance of the neurogenic theory of peptic ulcer 
of the small intestine. He stated that this theory is 
supported by the fact that following an operation 
for ulcer of the pylorus, the ulcer often occurs in a 
distant portion of the small intestine, and also by 
the fact that it frequently occurs within from five 
to eight days after the operation. This is explained 
by severe irritation of the nerves and by reflex 
processes. Peptic ulcer of the jejunum may occur 
after any operation for gastric ulcer, not only gastro- 
enterostomy. In fact, there appear to be persons 
who cannot be operated upon by any method as 
every type of operation on the stomach results in a 
peptic ulcer of the jejunum. 

Krause (Ssaratov) reported a case in which 
symptoms of vicious circle appeared on the ninth 
day after operation and a cure was obtained by 
repeated dilatation of the intestine with air. He 
called attention to the fact that when there is 
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gastric paresis emptying of the stomach may be 
rendered impossible by the negative pressure in the 
epigastrium. 

EpstE1n (Keijev) stated that he had performed 
pyloroplasty in the manner recommended by Payr 
as early as 1920. His article describing it appeared 
in the Progrés médical three months before the 
publication of the article by Payr. 

Hesse (Leningrad) reported several of his cases 
of carcinoma of the stomach. In the first two cases, 
total resection of the stomach was done. Both of 
the patients died, one from operative shock, and 
the other—in whom the oesophagus was united to 
the duodenum—of pneumonia. Autopsy in the 
latter case disclosed no fault in the operative field. 
Of five cases in which subtotal resection of the 
stomach was done, two were fatal. Of three patients 
subjected to resection of the stomach and trans- 
verse colon, one died of peritonitis. As the ends of 
the colon could not be united, they were closed and 
an anastomosis was made between the ascending 
colon and the sigmoid flexure. In two cases in 
which the stomach and a part of the pancreas were 
resected there was one death. In four cases in which 
the stomach and a part of the liver were resected 
there was no mortality. Hesse is of the opinion 
that the technique has now been perfected to such 
a degree that the limits of operability may be 
widened. 

Braizev (Moscow) claimed that the basis of 
peptic ulcer of the jejunum is the method of opera- 
tion, gastro-enterostomy. Since 1920 he has been 
performing the submucous pyloroplasty in cases of 
ulcer at a distance from the pylorus and resection 
for bleeding ulcers of the pylorus suggesting cancer. 
He has reserved gastro-enterostomy for cases of 
pyloric ulcer in which resection is rendered impossi- 
ble by the patient’s weakness. Braizev has been 
performing the submucous pyloroplasty since 1920 
and in that year his work was cited by Payr. 

Grekov (Leningrad) stated that in his opinion 
gastric ulcer is a disease of constitutional nature 
which is associated with disturbances of the internal 
secretions whereby spasms, especially of the 
sphincteric muscles, are brought about. The trophic 
nerves are also injured. If a portion of the stomach 
wall remains after operation, the tendency toward 
recurrence persists. ‘Therefore either a total gastric 
resection must be done or an operation which is 
merely palliative must be as simple and safe as 
possible. Grekov has recently been performing 
pyloroplasty instead of gastro-enterostomy with 
increasing frequency. From the point of view of 
the technique, he believes the division and resection 
of a part of the sphincter is desirable. The reflex 
relation between the ileocecal valve and the pylorus 
may be regarded as a clinically established fact and 
has recently been proved by the experimental 
studies of ‘Bekrenev in Levit’s clinic. Grekov has 
not given up gastro-enterostomy entirely; he still 
performs it often and sometimes in combination 
with ligation of the pylorus. The tendency to do a 


circular resection of gastric ulcers to prevent the 
occurrence of peptic ulcer of the jejunum he regards 
as objectionable as the mortality of this operation 
is greater than that of the operative treatment of 
peptic ulcer of the jejunum. 

SIEBENHAAR (Karamys) emphasized that the 
limits of operative procedures on the stomach must 
be widened, especially in cases of malignancy. He 
reported three cases of resection of the stomach and 
transverse colon, one case of resection of the stom- 
ach and a portion of the small intestine, and one 
case of resection of the anastomosis of. a posterior 
gastro-enterostomy with closure of the stomach and 
intestine and the immediate performance of an 
anterior gastro-enterostomy by the method of 
Braun. All of the patients withstood the operation 
well and may now be regarded as cured. 

SokoLov (Leningrad) stated that in his opinion 
the pyloroplasty of Payr cannot give permanent 
results as the cicatricial stenosis resulting from the 
longitudinal suture of the serosa will increase. He 
believes that if the sphincter should not re-unite, as 
Payr assumes it will, it may lead to diverticulum 
formation. He prefers the Heineke-Mikulicz pyloro- 
plasty and believes that in cases of ulcer at a dis- 
tance from the pylorus, cases with the ulcer syn- 
drome but without ulcer, and cases of duodenal 
ulcer it is the method of choice. In cases of callous 
pyloric ulcer which constricts the lumen of the 
pylorus he performs gastro-enterostomy according 
to the method of Bier. 

EBERLE (Bologoje) claimed that pyloroplasty is 
indicated i in every form of pylorospasm. Its great 
advantage is that it requires little time. In cases 
of marked gastroptosis, pyloroplasty is contra- 
indicated. 

Perrov (Leningrad), basing his remarks on 
autopsy material, emphasized the great value of 
gastro-enterostomy and stated that the performance 
of resection in every case of gastric ulcer is wrong. 
Resection, he believes, should be reserved for cases 


with complications. In order to obtain the smooth- , 


est possible healing and assure normal functioning 
of the anastomosis, he employs the one-row suture 
method of Bier. The Heinecke-Mikulicz pyloro- 
plasty in its original form he regards as unsuitable 
for cases of cicatricially constricted pylorus. In 
cases of pylorospasm in which the pylorus is ana- 
tomically normal and especially in those in which 
the ulcer is situated high up on the cardia it is a 
generally appropriate procedure. 

ATZKIJ (Leningrad) reported that in Girgolav’s 
clinic, vicious circle was observed in five of 350 
cases in which gastro-enterostomy was performed. 
It appeared between the eighth and tenth days 
after the operation. In two cases a second laparot- 
omy was done. In the others, the treatment con- 
sisted in gastric lavage and enemata. All of the 
patients recovered. 

Soxotov (Leningrad) stated that the frequency 
of gastric ulcer depends upon the nature of the 
food and that therefore a careful dietetic treatment 
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is of importance following operation. When a peptic 
ulcer of the jejunum develops, a repetition of the 
gastro-enterostomy when the original gastric ulcer has 
not yet healed is without justification. The manner 
of suturing and the type of suture material are of no 
great importance. To prevent perforation of the 
peptic ulcer of the jejunum into the transverse 
colon, the opening of the mesocolon in the perform- 
ance of gastro-enterostomy should be made as far 
from the colon and as close to the spine as possible. 

MuskKatIn (Leningrad) stated that under normal 
conditions the negative pressure in the stomach 
favors gastric peristalsis and that in his opinion 
Krause ascribes to this negative pressure too much 
importance in the etiology of vicious circle; not all 
cases can be explained by this theory. 

Levit (Irkutsk) called attention to the fact that, 
in his work on pyloroplasty, Payr cited a number 
of Russian surgeons who have discussed this opera- 
tion. He emphasized that in articles on peptic ulcer 
of the jejunum, the name of the surgeon who per- 
formed the original gastro-enterostomy should be 
given as patients with this condition are prone to 
change surgeons and this information is necessary 
for a correct estimation of the incidence of peptic 
ulcer of the jejunum. Winocrapov (Z). 


Dwight, K.: Benign Hypertrophy of the Stomach 
and Linitis Plastica. Ann. Surg., 1927, \xxxv, 
683. 


Diffuse induration or hypertrophy may be gen- 
eral or confined to a portion of the stomach. When 
it is general it may be accompanied by a marked 
diminution in the size of the organ and is known as 
“leather bottle stomach” or “linitis plastica.’”’ This 
condition is seen most often in the pyloric portion 
of the stomach where carcinoma is so frequently 
found. The symptoms correspond to those of car- 
cinoma or indurated peptic ulcer. The roentgeno- 
gram, upon which we have come to depend so largely 
for the diagnosis of gastric diseases, does not seem 
able to differentiate the various pathological changes 
which may be found in this condition. Dwight 
reports two cases and summarizes as follows: 

1. Formerly, the term “linitis plastica” was 
applied to all the conditions of hypertrophy and 
induration of the stomach which were not obviously 
malignant. 

2. Today it is applied to a probably malignant 
group of cases with a definite micropathology, the 
interpretation of which is in dispute. It separates 
the cases of evident malignancy from those that 
are clearly benign. 

3. The benign group can be subdivided into 
hypertrophic pyloric stenosis, fibromatosis, cirrhosis, 
chronic inflammation, syphilis, etc. 

4. The cases reported in this article are probably 
examples of chronic inflammation. 

5. All of these benign conditions may resemble 
linitis plastica and one another to such a degree that 
careful microscopical examination is necessary to 
differentiate them. 


6. When the lesion is confined to the pyloric half 
of the stomach the X-ray picture closely resembles 
that of carcinoma of the pylorus and operation is 
likely to be undertaken on the basis of that diag- 
nosis. 

7. In this condition it is impossible to tell, at the 
time of operation, whether the process is benign or 
malignant. 

8. Under such circumstances partial gastrectomy 
with a Pélya anastomosis is the operation of choice. 

Morris H. Kaun, M.D. 


Gerster, J. C. A.: Phlegmonous Gastritis. Ann. 
Surg., 1927, |xxxv, 668. 


Phlegmonous gastritis is a rare infection of the 
stomach wall characterized by seropurulent or 
fibrinopurulent inflammation localized chiefly in 
the submucosa, but more or less involving other 
layers. It may occur as a phlegmon, an abscess, 
or a combination of both. The phlegmon may 
be diffuse or circumscribed. Streptococci are the 
organisms most frequently found (7o per cent of 
the cases). 

The condition has a sudden onset, with pro- 
found prostration, high fever, chills, intense epi- 
gastric pain and tenderness, repeated severe vomit- 
ing, more or less local rigidity, absence of pain when 
the patient sits up, and a high white blood-cell 
count. It is usually mistaken for acute perforated 
gastric ulcer, acute pancreatitis, or acute chole- 
cystitis. 

Gerster reports five case histories with autopsy 
findings, and draws the following conclusions: 

1. Phlegmonous gastritis is a very rare condi- 
tion, the varieties and pathogenesis of which are 
becoming more clearly recognized as the material 
accumulates. 

2. It may be assumed that there are: (a) mild 
cases in which recovery may occur before the 
nature of the condition is recognized; (b) fulminant 
types ending in death within a few hours; (c) acute 
cases running their course in two or three weeks, 
usually with a fatal outcome, but occasionally 
undergoing spontaneous recovery with a more or less 
protracted convalescence; and (d) subacute, chronic 
forms which may simulate neoplasms, the less 
extensive types of which may lead to cicatricial 
changes in the gastric wall, depending on their 
extent and location. 

3. Cures reported following palliative surgery 
such as local drainage or gastro-enterestomy may 
properly be considered spontaneous recoveries. 

4. Resection is the operation of choice when 
feasible. It has a higher mortality in recent cases 
than in those in which the condition has been present 
for some time. 

5. Postoperative phlegmonous gastritis is prob- 
ably of more frequent occurrence than is realized. 
Hence it is advisable to make microscopical exam- 
inations of tissues from the region of anastomoses 
in all cases coming to autopsy. 

Morris H. Kaun, M.D. 
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Melchior, E.: Surgical Tuberculosis of the Stom- 
ach (Zur Kenntnis der chirurgischen Magentuber- 
kulose). Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1926, 
XXXIX, 205. 


In an article of fifty pages, Melchior gives a review 
of the literature of surgical tuberculosis of the 
stomach and reports six cases which were observed 
in Kuettner’s clinic during a period of ten years. 
Four of the patients treated in Kuettner’s clinic 
were men and two were otherwise free from tuber- 
culosis. In one case an exploratory laparotomy was 
performed and the patient died soon afterward. One 
patient treated by gastro-enterostomy died two 
years and nine months later of pulmonary tuber- 
culosis. Of four patients treated by resection, two 
died soon after the operation, one is still alive after 
three years, and the other is still alive after ten 
years. 

According to recent findings, gastric tuberculosis 
is more of a rarity than was formerly supposed. 
Certain forms of gastric tuberculosis are not sur- 
gical, viz., involvement of the stomach in gen- 
eralized miliary tuberculosis, multiple ulcers of the 
gastric mucosa occurring in the terminal stages of 
pulmonary tuberculosis, and similar forms of gastric 
tuberculosis. Surgical tuberculosis of the stomach 
occurs as a massive circumscribed tissue prolifera- 
tion associated with certain definite clinical signs, 
usually a palpable stenosing pyloric tumor. In 
some cases the tumor undergoes fibrous changes 
with the formation of a cicatrix. In a few, it goes 
on to caseation and abscess formation. Less fre- 
quently, the circumscribed gastric tuberculosis 
forms large, deeply penetrating ulcers with a marked 
fibrous reaction in the surrounding tissues which 
closely resemble callous ulcers. As a rule the ulcers 
are situated in the region of the pylorus, but they 
may occur also on either the lesser or greater 
curvature. 

Pathologically, gastric tuberculosis is a manifes- 
tation of the third stage of tuberculosis even though 
it may appear to be the primary condition. It 
may develop from exogenous inoculation or may 
be blood- or lymph-borne. Tuberculosis of neigh- 
boring organs may affect the stomach secondarily 
either by rupturing into it or spreading by con- 
tinuity. Simple pressure from tuberculous glands 
may lead to gastric symptoms, especially if the 
pressure occurs in the region of the pylorus. 

The author mentions “non-specific gastric tuber- 
culosis” and states that he doubts the occurrence 
of such a condition. He discusses also the relation 
of gastric tuberculosis to linitis plastica, fibrous 
pyloric stenosis, and polypoid adenoma. 

Surgical tuberculosis of the stomach occurs as a 
rule in adults, but has been found also in children 
12, 13, 17, and 18 years of age. The ratio of women 
to men affected is 3:2. As the condition occurs most 
often in the pyloric region, the clinical picture is 
dominated by symptoms of gastric obstruction. 
These symptoms, the presence of a palpable tumor, 
and the X-ray findings may lead to a diagnosis of 


cancer of the stomach. Hourglass stomach due to 
tuberculosis is very rare. Diarrhoea occurs fre- 
quently, but severe bleeding is unusual. Rupture 
seldom occurs into either the free peritoneal cavity 
or into neighboring organs. 

The disease is serious in itself as well as because 
of the frequently associated involvement of the 
lungs or the rest of the abdominal cavity. The 
diagnosis is seldom made. The condition should 
be borne in mind in the treatment of gastric symp- 
toms in the cases of patients suspected or known 
to have tuberculosis in other organs. As a rule it is 
impossible to prove the diagnosis; even at operation 
it is often impossible to state definitely that the 
lesion is tuberculous. The presence of caseated 
regional lymph glands and a smooth, regular and 
not very dense tumor suggests tuberculosis. 

The presence of pulmonary tuberculosis is in it- 
self not a contra-indication to operative treatment; 
on the contrary, the unfavorable influence that the 
gastric condition may have upon the pulmonary 
condition may constitute an urgent indication for 
surgery provided the process in the lungs has not 
progressed too far. Most of the patients treated by 
gastro-enterostomy succumbed after a short time 
to progress of the pulmonary tuberculosis or the 
spread of the process throughout the peritoneal 
cavity. With many other surgeons, Melchior 
regards resection as the method of choice even 
though, because of the nature of the process and 
the generally poor prognosis of visceral tuber- 
culosis, the results cannot always be good. Besides 
local operative measures, the treatment must in- 
clude general treatment for tuberculosis and treat- 
ment of any other tuberculous foci that may be 
found. Kappts (Z). 


Willis, A. M.: A Discussion of the Treatment of 
Peptic Ulcer of the Stomach and Duodenum. 
Internat. J. Med. & Surg., 1927, xl, 194. 


The author discusses the methods used in the 
diagnosis of ulcers of the stomach and duodenum, 
the frequency of these lesions, and their treatment. 
The treatment may be medical or surgical. Surgical 
treatment may be radical or conservative. Sherrin 
and Balfour regard gastro-enterostomy as the opera- 
tion of choice for chronic duodenal ulcer. Balfour 
reports a cure in 88 per cent, a mortality of 2 per 
cent, and the development of gastrojejunal ulcer in 
3-5 per cent of 1,000 cases. The statistics of Hag- 
gard and Floyd agree essentially with those of 
Sherrin and Balfour. On the other hand, Schmieden 
reports failure in 50 per cent of his cases; Clairmont, 
a cure in 50 per cent; Sauerbruch, good results in 
36 per cent; Lewisohn, a cure in less than 50 per 
cent; and Forsyth, a relapse in 36.3 per cent. This 
marked difference is probably to be explained by 
differences in the definition of “cure” rather than 
difference in surgical skill. 

’ Practically all surgeons who are dissatisfied with 
gastro-enterostomy favor a more radical measure, 
such as subtotal gastrectomy. The author dis- 
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cusses the ultimate effect of partial gastrectomy on 
the physiology of the stomach. 

A trial of medical treatment is advocated for 
every case of duodenal ulcer which has not pro- 
gressed to perforation and is not associated with 
pyloric obstruction. Such treatment makes the 
patient a better surgical risk. In chronic gastric 
ulcer, surgery is preferable; the procedure of choice 
is excision of the ulcer with or without gastro- 
enterostomy, or partial gastrectomy. 

The importance of postoperative medical treat- 
ment is emphasized. C. O. Hermpat, M.D. 


Cleland, J. B.: Carcinoma of the Stomach, Gastric 
Ulcers, and Duodenal Ulcers in 1,000 Consecu- 
tive Autopsies at the Adelaide Hospital. Med. 
J. Australia, 1927, i, 740. 


Of 1,000 autopsies, carcinoma of the stomach was 
found in thirty-six (3.6 per cent). Thirty of the sub- 
jects were males whose average age was 57.5 years. 
The youngest was 18 years of age and the oldest 75 
years. Six of the subjects were females with an 
average age of 57.2 years. 

In Australia, carcinoma of the stomach is rare 
before the fortieth year of age, and most common 
between the ages of 60 and 70 years. The statistics 
of Stewart based on a series of 7,900 autopsies are 
almost identical. 

In twelve (42.8 per cent) of the cases reviewed, 
the site of origin of the lesion was the lesser curva- 
ture; in eleven (39.3 per cent), the pylorus, usually 
the posterior aspect; and in four (14 per cent), the 
cardiac end of the stomach. These figures differ from 
those of Stewart, possibly because of differences of 
classification. 

In twenty-six of the thirty-six cases, secondary 
growths appeared elsewhere. In twelve, nodules 
were present in the liver. In fifteen, the adjacent 
glands were involved, and in two, the supraclavicu- 
lar glands. In seven cases there were metastases to 
the peritoneum and omentum. In two, the spleen 
was involved; in one, the pleura; and in four, the 
lungs. In two cases subcutaneous nodules were found. 

Several cases presenting unusual features are 
reported. In only a very few instances were there 
any indications that the malignant growth had 
supervened on a chronic ulcer. In only two in- 
stances were there associated tuberculous lesions of 
moment. The complications found at autopsy are 
enumerated. In two bodies the malignant growth 
was discovered accidentally. Several of the bodies 
presented other lesions in no way related to the 
malignant growth. 

Eighteen cases of ulcer of the stomach are re- 
viewed. Thirteen of the patients were males. In 
several cases the discovery of the ulcer was quite 
unexpected. 

Healed or unhealed duodenal ulcers were found 
in 1.1 per cent of the cases. Nine of the eleven pa- 
tients with duodenal ulcer were males. The average 
age of both males and females was 56.41 years. 

C. O. Hermpat, M.D. 


Lengemann: The Operative Findings in Patients 
Previously Subjected to Gastro-Enterostomy 
(Operationsbefunde an  Gastroenterostomierten). 
Zentralbl. f. Chir., 1926, liii, 2999. 

This report is based on the cases of nineteen 
patients treated by gastro-enterostomy who were 
subsequently obliged to undergo a second lapa- 
rotomy. In five cases the second operation was in- 
dicated by disturbances of nutrition with regurgita- 
tion of bile; in five, by recurrence of the original 
ulcer; and in nine, by peptic ulcer. 

Cures following gastro-enterostomy—with the 
exception of cases of pyloric stenosis—are much 
more rare than is commonly believed. When the 
ulcer is situated at a distance from the pylorus, 
gastro-enterostomy is not to be recommended. The 
mortality due to consequent peptic ulcer should be 
included in the mortality statistics of gastro- 
enterostomy. In the von Eiselsberg clinic the mor- 
tality of peptic ulcer resection is 25 per cent. Gastro- 
enterostomy is definitely contra-indicated in cases 
in which neither a narrowing of the pylorus nor an 
ulcer can be found. 

In the discussion of this report, Pets LeuspEN 
stated that, in his opinion, gastro-enterostomy need 
not be entirely abandoned. He recommended an 
antecolic posterior gastro-enterostomy with a long 
loop and without an anastomosis according to the 
method of Braun. This functions perfectly. 

SCHWARZ reported that a systematic re-examina- 
tion of patients subjected to gastro-enterostomy 
very frequently reveals postoperative complaints, 
and that while laparotomy may show a cure of the 
original ulcer it just as frequently shows the per- 
sistence or even progress of the lesion. In eight 
cases of postoperative vicious circle—in seven of 
which the condition followed an anterior gastro- 
enterostomy and in one a posterior gastro-enter- 
ostomy—an anastomosis according to the method 
of Braun was performed with good results. Schwarz 
reported a ‘case in which a cancer with numerous 
peritoneal and glandular metastases developed at 
the site of an anterior gastro-enterostomy performed 
seven years previously for an ulcer at the pylorus. 
In this case improvement was obtained by anasto- 
mosis according to the method of Braun. Of 200 
patients treated by gastro-enterostomy at the 
Rostock clinic and discharged as cured, thirteen 
died later of carcinoma of the stomach and seventeen 
developed peptic ulcers. In ten of the seventeen 
cases of peptic ulcer an anterior gastro-enterostomy 
had been done, and in seven a posterior gastro- 
enterostomy. Schwarz concludes from these find- 
ings that gastro-enterostomy is not only a super- 
fluous but also a dangerous operation in ulcer of the 
stomach. 

OEHLECKER attributed the unfavorable results 
of gastro-enterostomy partly to a faulty technique 
(too long a loop in posterior gastro enterostomy). 
He believes that if resection is impossible in a case 
of ulcer, a gastroduodenostomy with section of the 
pylorus is preferable to gastro-enterostomy. 
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LEHMANN reported that in all cases of ulcer he has 
found a more or less severe gastritis. This is the 
basic condition, the ulcer being merely a by-product. 
In a case of florid gastritis, the result of a gastro- 
enterostomy cicatrix is an ulcer. Unless the entire 
portion of the stomach affected with gastritis is 
removed, the ulcer will recur, even following a gas- 
tric resection. According to Anschuetz, the results 
of gastro-enterostomy in cases of ulcer at a dis- 
tance from the pylorus are very poor. In the 
absence of positive findings, the effect of the opera- 
tion is unreliable. Maxat (Z). 


Scholefield, B. G.: Acute Intestinal Obstruction: 
Experimental Evidence of the Absorption of a 
Toxin from Obstructed Bowel, with a Critical 
Review of Various Methods of Treatment. 
Guy’s Hosp. Rep., Lond., 1927, 1xxvii, 160. 


Death in acute intestinal obstruction has been 
attributed to: (1) invasion ot the body by bacteria 
from the damaged bowel, (2) reflex nervous action, 


the obstructed bowel being the source of impulses - 


which distuib the general system, and (3) chemical 
poisons absorbed from the bowel. Most investiga- 
tors now seem to agree that the symptoms of obstruc- 
tion are due to the last cause. 

In a series of experiments, Scholefield attempted 
to obtain evidence of the presence of a toxic sub- 
stance in the portal blood of animals with obstruction. 
His method consisted in injecting mice intraperitone- 
ally with portal blood or serum obtained from dogs 
with an artificial obstruction of the bowel. Systemic 
blood or blood from normal dogs was used as a con- 
trol. Systemic blood obtained from animals with ob- 
struction was found to be without effect. This sug- 
gests that the liver takes some part in the removal of 
the toxin from the circulation. 

The facts favoring the absorption of the toxic 
product into the portal circulation seem to be: 
time, increased intra-intestinal pressure, involve- 
ment of the upper bowel, and the presence of bac- 
teria, especially bacillus welchii. 

The experimental findings suggest that thera- 
peutic measures should be directed along the 
following lines: (1) early and adequate relief of 
intra-intestinal pressure, (2) resection, when prac- 
ticable, of any length of bowel seriously damaged, 
(3) drainage of the jejunum to prevent stasis of its 
contents, (4) the administration of saline solution in 
large amounts to combat toxemia, and (5) the use 
of anti-gas-gangrene serum, which possibly has a 
specific immunizing action in cases of obstruction. 

Joun H. Gartock, M.D. 


Romeo, M. Grafts of Fixed Aponeurosis in Loss of 
Substance of the Wall of the Intestine (Innesti 
di aponeurosi fissata su perdite di sostanza della 
parete intestinale). Amn. ital. di chir., 1927, vi, 64. 


For grafts of fixed tissue the tissues are first 
treated with various fixatives which can be washed 
out readily before the graft is used. The author gives 
protocols of ten experiments performed on dogs. 


He concludes that for temporary occlusion of a 
breach in the wall of the small intestine fixed fascia 
is safer and more effective than a flap of fresh fascia 
as it causes less reaction and inflammation in the 
host. A pedunculated flap of the greater omentum 
placed over the fascia graft will protect it if some 
of the sutures fail to hold. 

Most of the grafted aponeurosis is eliminated 
through the intestine in a period ranging from ten 
to fifteen days, but some parts of it remain enclosed 
between the tunics of the wall of the intestine and 
in the course of time become penetrated by young 
connective tissue cells which slowly revivify the 
stroma. The presence of these segments of fixed 
aponeurosis facilitates the process of regeneration 
of the wall of the intestine, furnishing an inert woof 
for the young cells and assuring greater solidity of 
the wall of the grafted part of the intestine. The 
layers of the intestinal wall, the fixed aponeurosis, 
and the pedunculated flap of omentum all take 
part in the reconstruction, bringing about a gradual 
and progressive new formation of young connective 
tissue which fills the defect. 

The regeneration of the intestinal mucous mem- 
brane begins about the twentieth day and advances 
from the periphery toward the center; in eighty 
days the mucosa is regenerated to the extent of 
being formed by a single layer of cells, but there 
are no glands. In the author’s experiments, the 
muscle tissue of the muscularis mucose and the 
circular or longitudinal tunics of the intestine did 
not regenerate. After one hundred ten days the 
grafted tract of intestine showed a moderate degree 
of stenosis, but not enough to interfere with the 
good results of the operation. 

Aubrey G. Morcan, M.D. 


Vespignani, A.: Malformation of the Upper Flex- 
ure of the Duodenum in Cholecystitis (La 
deformazione del ginocchio superiore del duodeno 
nella colecistite). Arch. ital. di chir., 1927, xvii, 361. 


A great majority of the cases of periduodenitis 
are caused by duodenal ulcer or cholecystitis, but 
while periduodenitis from other causes generally 
does not affect the upper flexure, the periduodenitis 
from cholecystitis affects the upper flexure very 
frequently, this being the site of predilection for 
the changes caused by the condition. 

In periduodenitis from cholecystitis the upper 
flexure is pulled upward and deviated greatly to the 
right, is very obtuse, and is replaced by a large 
regular curve made up of the first and second por- 
tions of the duodenum. 

The article includes several roentgenograms. 

Aubrey G. Morcan, M.D. 


Herbst, W. P.: Diverticula of the Duodenum. 
Minnesota Med., 1927, x, 364. 


This article is based on a study of 361 cases from 
the literature including 182 autopsy reports, 136 
X-ray reports, and 20 surgical cases. According to 
one theory, these diverticula are of congenital 
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origin. Other theories attribute them to crushing 
trauma, traction, localized weakness of the wall, 
increased pressure from partial obstruction below, 
and localized redundancy of the wall resultant from 
cicatricial contraction due to ulcer. The diverticula 
occur most frequently in the sixth decade of life. 
They may be single or multiple, and the cases may 
be simple or complicated. 

In a large percentage of cases requiring surgery 
the diverticula are associated with duodenal ulcer 
and situated in the first portion of the duodenum. 
Most of those not associated with ulcer are of the 
perivaterian type and apt to project into the pan- 
creas, which renders them difficult to detect even 
at operation. 

X-ray and autopsy reports indicate that diver- 
ticula of the duodenum are common but rarely 
produce symptoms unless they are inflamed or 
cannot empty readily. X-ray examination is the 
only reliable means of diagnosis. 

In the few cases in which simpie diverticula have 
been noted to cause symptoms the clinical picture 
has suggested ulcer or cholecystitis. In one case 
with acute inflammation, a diagnosis of acute 
appendicitis was made. The only symptom of value 
is local pain produced by increase in intra-abdom- 
inal pressure by posture, muscular contraction, or 
direct pressure. 

In simple cases without inflammatory involve- 
ment surgery is rarely necessary, but in acute 
diverticulitis, excision is usually indicated. In 
cases complicated by adjacent inflammatory changes 
such as ulcer or cholecystitis, these othe: conditions 
must be taken care of and the diverticulum excised 
or not according to whether it seems to be playing 
a part in the production of the symptoms. In most 
cases with inflammation and complications which 
have been treated by surgical excision and the pro- 
cedures indicated for adjacent pathological changes 
the symptoms have been relieved. 

Burton Criark, Jr., M.D. 


Bortolotti, C.: Duodenojejunostomy and Mobili- 
zation of the Duodenum from the Left by 
Clairmont’s Method (La duodenodigiunostomia 
e la mobilizzazione del duodeno da sinistro secondo 
Clairmont). Arch. ital. di chir., 1927, xvii, 409. 


The technique of the duodenal mobilization 
described by Bortolotti is as follows: 

The transverse colon is pulled upward and the 
proximal loop of the jejunum to the left. This 
stretches the duodenojejunal and duodenomesocolic 
folds. The duodenojejunal fold is incised near its 
attachment to the intestine. The duodenomesocolic 
fold is then incised and the incision carried down- 
ward to just above the duodenum. This fold of 
peritoneum can then be pushed to one side so that 
the ascending part of the duodenum can be freed 
from the retroperitoneal connective tissue with 
mounted sponges and pushed upward. 

In this manner the aorta and inferior vena cava 
are exposed. The mesenteric artery can be seen 


through the parietal peritoneum. The line of incision 
in the latter should lie to the right of the vessel. 
When this incision is made, the ascending part of the 
duodenum can be mobilized to the root of the 
mesentery so that the posterior wall of the inferior 
horizontal tract can be seen and also the inferior 
duodenal flexure from behind. The tract of intestine 
mobilized in this way is placed sagitally so that its 
upper end corresponds to the duodenojejunal flex- 
ure. By means of the mobilization; a rotation of the 
loop of intestine for more than 90 degrees can be 
accomplished from the posterior wall of the abdo- 
men toward the left so that its lower pole lies at the 
lower duodenal flexure. 

The chief indications for the mobilization are: 
(1) secondary resection for peptic ulcer after gastro- 
enterostomy; (2) secondary operations for vicious 
circle or after gastro-enterostomy. 

In peptic ulcer, the shortness of the afferent loop 
of the gastro-enterostomy and the surrounding in- 
flammatory changes make terminolateral union of 
the stump of the duodenum with a loop of the 
jejunum so difficult that the anastomosis is not 
secure enough. By mobilizing the ascending part of 
the duodenum by Clairmont’s method much more 
radical resection can be performed into healthy 
tissue and a laterolateral enterostomy can be 
effected. In cases in which Braun’s entero-anasto- 
mosis has been performed, it is difficult, at a second 
operation, to establish a new communication be- 
tween the afferent and efferent loops. Moreover, as 
the size of the stomach is decreased considerably 
after the resection, the remaining loop of jejunum 
may be too short to form a new gastro-enterostomy. 
By mobilizing the duodenum from the left, how- 
ever, this loop can be prolonged and the new gastro- 
enterostomy can be effected without tension to a 
higher tract of intestine, which is important in the 
late results as this high loop of intestine has a 
greater tolerance for the acid gastric juice. 

In vicious circle after posterior retrocolic gastro- 
enterostomy, Braun’s entero-anastomosis cannot be 
performed because the afferent loop is too short; 
therefore, if a second operation is necessary, it must 
be an anterior antecolic gastro-enterostomy or a 
von Eiselsberg jejunostomy. In cases with marked 
inanition and prolonged vomiting, these operations 
rarely give satisfactory results. By mobilization of 
the ascending part of the duodenum and a latero- 
lateral duodenojejunostomy the vicious circle can 
be overcome and reflux of bile prevented. 

More than twenty cases treated by the operation 
described are reported. Auprey G. Morcan, M.D. 


Sweet and Robertson: Congenital Atresia of the 
Jejunum; Operation; Recovery. N. Zealand 
M.J., 1927, xxvii, 128. 


The authors cite the studies of Davis and Pointer 
who collected 392 cases of congenital occlusion of 
the intestines between the pylorus and the rectum. 
One hundred and ninety-four were cases of single 
atresia in the duodenum or jejunum, and sixty- 
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seven were cases of multiple atresia. In 50 per cent 
of the latter there were from two to nine occlusions 
of the jejunum or upper ileum. 

The first attempt at surgical treatment was made 
by Bland Sutton. Three cases in which a cure was 
obtained by operation have been reported. The 
operative procedures were: (1) end-to-end anas- 
tomosis, (2) anterior ileoduodenostomy, and (3) 
posterior gastro-enterostomy. 

Sweet and Robertson report a case in which the 
occlusion was in the third portion of the duodenum 
and an anterior gastro-enterostomy was done on the 
ninth day. Recovery was good except for some 
intermittent vomiting. Three weeks later there was 
another loss of weight attributed to the loss of bile 
and pancreatic ferments due to the vomiting. The 
proximal end of the duodenum was therefore 
anastomosed to the ileum distal to the gastro- 
enterostomy opening. After this operation a blood 
transfusion was necessary, but after the transfusion 
the condition improved rapidly. 

In the authors’ opinion, intestinal atresia requires 
surgical interference, and when the occlusion is 
single and situated in the duodenum or high up in 
the jejunum the prognosis is favorable. 

Wicrrip L. Granam, M.)). 


Moynihan, Sir B.: Diverticula of the Alimentary 
Canal. Lancet, 1927, ccxii, 1061. 

Spriggs, E. I., and Marxer, O. A.: Multiple Diver- 
ticula of the Colon. Lancet, 1927, ccxii, 1067. 


MovyniHAN defines a diverticulum as a protrusion 
of the mucous membrane of the bowel, with or 
without the other coats, outside the lumen of the 
intestine. Embryonic diverticula are associated 
with the development of the appendix, liver, pan- 
creas, and thyroid gland. A diverticulum arising 
as a bud from the wall of the bowel and containing 
all of the coats is said to be “congenital” in origin 
and “true” in structure. A diverticulum occurring 
after development is complete and due to some 
abnormal process is said to be “acquired” in origin 
and “false” in structure. An acquired diverticulum 
caused by, protrusion outward of the mucosa from 
the lumen of the bowel due to increased pressure 
is a “‘pulsion” diverticulum. A diverticulum formed 
by adhesions to inflamed lymph glands, etc., is 
known as a “traction diverticulum.” 

Diverticula of the pharynx. There are three recog- 
nized forms of pharyngeal diverticula: 

1. A high lateral form, containing air and an 
accumulation of mucus. This results from a lack of 
fusion between the brachial clefts. 

2. A form often erroneously called “‘cesophageal,” 
which usually arises from the back of the pharynx 
in the midline and extends toward the left side. It 
may form a considerable sac. The point of origin 
of the sac lies between the middle oblique fibers 
and the lower circular fibers of the inferior con- 
strictor now called the cricopharyngeus. 

A lateral form of diverticulum arising from 
the pharynx at the hiatus or weakest point where 


the recurrent laryngeal nerve and inferior thyroid 
vessels come through. 

If the sac of the diverticulum is large and retains 
food, it should be removed by operation. The 
author does not advocate the two-stage operation 
employed in England. For many days after the 
operation, he feeds the patient through a Jutte 
tube passed through the nose. 

Diverticula of the esophagus. CEsophageal pouches 
occur chiefly at or near the bifurcation of the trachea 
and at the lower end of the oesophagus 1 or 2 in. 
from the diaphragm. In the former position they 
are of little clinical importance. At the lower end 
of the cesophagus they are known as “epiphrenic”’ 
diverticula and are occasionally detected by the 
roentgenologist. 

Diverticula of the stomach. Diverticula of the 
stomach are very rare. They occur near the pylorus 
and the cesophageal orifice. A troublesome pouch 
near the pylorus may be treated by gastrectomy. A 
pouch near the cardia of large size and causing 
symptoms may be treated by large draughts of 
water. The patient is then placed in that position 
which enables the diverticula to drain out. The 
contents are thus washed away into the stomach. 

Diverticula of the duodenum. In a consecutive 
series of 6,847 examinations after a barium meal, 
Case found duodenal diverticula in eighty-five 
cases (1.2 per cent). In about half of the cases the 
sac arises from the second portion of the duodenum. 
The condition may be congenital or acquired. 
X-ray examination usually makes the diagnosis. 
Of Sprigg’s series of eighteen cases, thirteen were 
successfully treated medically. The author has 
excised one pouch 1% in. long from the outer side 
of the second part of the duodenum. Stiles removed 
a pouch the size of a hen’s egg arising from the con- 
cavity of the duodenum and containing masses of 

ancreatic tissue in its wall. Diverticula of the 
jejunum and ileum occur with considerable fre- 
quency and are often multiple. 

Diverticula of the large intestine. Diverticula of 
the colon are common. They occur in all parts of 
the colon, but most commonly in the appendix. 
They are often diagnosed as “left-sided appen- 
dicitis,” ‘‘vesico-intestinal fistule,” or probable 
malignant tumors of the colon. Spriggs reports 100 
diverticula of the large bowel in 1,000 consecutive 
examinations. The cause is a yielding of the intes- 
tinal wall due to long-continued pressure within the 
lumen. The gut yields at its weak point, the mesen- 
teric border. The following conditions may develop 
in diverticula: diverticulitis, acute or subacute in- 
flammation due to infection retained in the sac; 
peridiverticulitis often leading to intestinal obstruc- 
tion; local peritonitis from perforation of the sac; 
and carcinoma of the colon from infection and long- 
continued chronic irritation. 

The diagnosis of this condition is made usually by 
the roentgenologist. In the great majority of cases 
medical treatment will check the symptoms. This 
should include a diet leaving little residue, the 
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administration of paraffin oil twice a day, a 
large soapsuds enema once a week, and occasional 
doses of bismuth. Operative treatment is indicated 
only in severe cases. In severe cases with obstruc- 
tion, colostomy may be necessary. 

Spriccs and MARXER report that in the course 
of observation and treatment of 208 cases of multiple 
diverticula of the large bowel they were able to 
photograph the affected parts and to observe the 
progress of the disease over a period of several years. 

Diverticulosis of the large bowel occurred in 10 
per cent of 1,000 consecutive patients examined 
roentgenologically. It is twice as frequent in men 
as in women. It occurs in the latter half of life. 
The small diverticula rarely cause symptoms. In 
166 cases the pelvic colon was involved in 120, the 
descending colon in seventy-nine, the ascending 
colon in thirty-three, the transverse colon in thirty- 
three, the entire colon in twenty-four, the cecum 
in eight, the appendix in six, and the rectum in four. 

The authors describe the stages of diverticulosis 
from the prediverticular stage through the stage of 
irritation to the fully developed sac or diverticulum. 
They utilize both screening and roentgenography, 
all parts of the bowel being brought into view with 
the barium meal or enema. The pouch which is 
likely to set up diverticulitis is one which cannot 
easily discharge its contents and is only partially 
filled by the barium. In such a diverticulum the 
shadow is crescentic. 

The etiology of the disease is not yet understood. 
Septic foci elsewhere in the body are frequently 
associated with the condition. The evidence points 
to an inflammatory change in the early stages. That 
the small herniz are prone to occur where the blood 
vessels penetrate the bowel wall has been accepted 
as evidence that they are passive extrusions from 
the onset. As a rule the patient gives a history of 
constipation. It is the delay and stagnation in the 
pouches which is harmful. 

In the prediverticular stage there are no symp- 
toms. Also in cases of established diverticula there 
may be no symptoms if there is no diverticulitis. 
However, some patients complain of flatulence, pain, 
distention, and diarrhoea, alternating with con- 
stipation. The symptoms of rupture of the pouch 
into the peritoneum are those of an acute local or 
general peritonitis. 

The clinical features of diverticulitis are those of 
a low form of inflammation in the large bowel, 
usually in the left lower abdomen, spreading to 
neighboring structures. Abdominal pain around or 
about the umbilicus, constipation or diarrhoea, fre- 
quent micturition, and the occasional presence of a 
sausage-shaped tumor in the left iliac fossa leading 
to obstruction are the usual symptoms. 

The roentgenological features of diverticulitis 
are definite. With a barium meal or enema, typical 
rounded, oval, or crescentic shadows of the barium 
in the diverticula will usually be recognized. The 
characteristic features, however, are the spike- or 
palisade-like projections of barium shadows from 


the lumen of the bowel, the walls of which are 
thickened by inflammation and fixed. Serial films, 
when superimposed, show no variation in the out- 
line of the shadows. 

When early diverticulitis is recognized, the 
prognosis for reasonably good health and for life is 
usually favorable. The graver complications occ ur 
in late or undiagnosed cases. Medical treatment 
consists in keeping the alimentary canal, and espe- 
cially the colon, as healthy and clean as possible. A 
simple, regular diet of fruit and vegetables is advan- 
tageous. Paraffin oil daily and attention to bowel 
movements are essential. The colon is washed out 
with a saline enema daily. Enemas of from 3 to 6 
oz. of warm olive oil are beneficial. The patient is 
warned of the danger of obstruction. When obstruc- 
tion occurs, colostomy is often necessary. Fre- 
quently the swelling disappears completely. 
Moynihan reports a case in which the entire turror 
disappeared, the lumen of the bowel was restored 
and the colostomy closed. Joun W. Nuzum, M.D. 


Lockhart-Mummery, J. P.: The Treatment of 
Obstructive Lesions of the Colon. Brit. M. J/., 
1927, i, 950. 

At the present time, operation can be performed 
in one stage in most cases of chronic obstruction of 
the colon. The important early symptom of such 
obstruction is irregular bowel action. X-ray exam- 
inations should be repeated to avoid accidental 
appearances, and belladonna given to eliminate 
spasm. Sigmoidoscopy tells nothing of the bowel 
higher up. In suspicious cases, exploratory laparot- 
omy should be advised. 

The most frequent cause of partial obstruction is 
cancer. Diverticulitis may have the same effect 
and may be difficult to differentiate. Signs of in- 
flammation and absence of bleeding will usually 
assist the diagnosis, but it must be remembered that 
cancer and diverticulitis are often associated. 
Adhesions are frequent causes of obstruction and 
are difficult to diagnose. Hyperplastic tubercle 
and chronic volvulus are rare causes of obstruction, 

The preparation of the patient should include a 
week in bed, catharsis, and the free administration 
of fluids. For anesthesia, the author favors twilight 
sleep or nitrous oxide combined with spinal or loca] 
anesthesia. He uses a diagonal incision for ex- 
posure, and prefers open resection. Closed methods 
have the disadvantage that, for hemostasis, 
reliance must be placed on crushing alone. The 
author divides the bowel at an angle to insure a 
blood supply to the edges, leaves a gap on one side 
of the mesentery to prevent the formation ot a 
mesenteric hematoma, and covers the bowel junc- 
tion with omentum to prevent the formation of 
adhesions. Except in resection of the cecum, he 
always performs a temporary cecostomy. 

Both the cecal angle and the transverse colon 
are usually easy to resect. In the former, the 
author implants the small gut into the side of the 
transverse colon. When the bowel must be thor- 
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oughly freed, the diagonal incision is of value in 
resecting the splenic angle. 

In the upper pelvic colon, resection is not difficult. 
In the lower portion there is not enough bowel 
below the lesion for a proper resection, and such a 
resection would interfere with the blood supply of 
the rectum. One alternative consists in drawing 
the cut end of the colon into the rectum by a tube 
and fixing it there with stitches. This is dangerous 
because it may interfere with the rectal blood 
supply. The other alternative is complete abdomi- 
noperineal resection. 

The mortality of colectomy is about 16 per cent. 
The results are good so far as immediate risk and 
restoration of function are concerned, and when the 
operation is performed for malignancy it gives the 
best results of all cancer operations as the post- 
operative tendency toward recurrence of the condi- 
tion is slight. Burton CiarK, Jr., M.D. 


Erdmann, J. F., and Clark, H. E.: Tumors of the 
Caecum. Ann. Surg., 1927, \xxxv, 722. 


Forty-eight cases of cacal tumor were studied by 
Erdmann and Clark. Carcinoma was found in 
thirty-seven, tuberculosis in seven, chronic inflam- 
mation in two, and lymphosarcoma in one. In one, 
the nature of the tumor was not determined. 

Other tumors occasionally developing in the ce- 
cum are cysts, gummata, lipomata, tuberculomata, 
papillomata, cholesteatomata, leiomyomata, and 
actinomycotic neoplasms. 

Three of the seven cases of tuberculosis were of 
the hyperplastic type without a demonstrable pri- 
mary focus. In the fourth there was involvement 
of the right lung and the cecal growth was con- 
sidered to be secondary. In the three others the 
tumor was a tuberculoma. 

In all of the cases of tuberculous tumor the 
Friedrick resection (removal of from ro to 12 in. of 
the ileum, the entire cacum, the ascending colon, 
and from one-third to one-half of the transverse 
colon followed by anastomosis of the ileum to the 
transverse colon, end-to-end) was performed and re- 
sulted in a symptomatic cure. In three cases of 
tuberculoma, only an appendectomy was done. 

The cecum is predisposed to malignant degenera- 
tion because of its physiological and anatomical 
relationships. Regional glandular metastases were 
found in 25 per cent of the cases reported and in- 
volvement of the ileocwcal valve in 48 per cent. 
The most common signs and symptoms were pain, 
a loss of weight, a mass, and marked anemia. 
Roentgen examination was the most accurate aid 
in the diagnosis. 

For malignancy also the Friedrick operation was 
the treatment of choice, being performed in twenty- 
eight of the thirty-seven cases of carcinoma. The 
mortality was 21.4 per cent. 

The authors draw the following conclusions: 

1. Carcinoma is the most common cecal tumor 
requiring surgical intervention. Lymphosarcoma is 
the most highly malignant tumor. 


2. Czcal carcinomata are slow growing and only 
moderately malignant. Secondary infection invades 
the tumor early and is the chief cause of the pro- 
found cachexia in these cases. 

3. In carcinoma of the cecum distant metastases 
are rare. 

4. Secondary intestinal growths are not uncom- 
mon and should always be sought. Obstruction 
caused by a malignant tumor may simulate chronic 
appendicitis. Joun J. Maroney, M.D. 


Schaer, W.: Causes of Death in Appendicitis 
(Ueber Todesursachen bei Appendicitis). Beitr. z. 
klin. Chir., 1926, cxxxvii, 310. 


This report is based on 2,591 cases of appendicitis 
operated upon in the period from 1918 to 1924. Of 
these, 1,765 were operated upon in the acute stage, 
including diffuse peritonitis, with seventy-three 
deaths, a mortality of 4.1 per cent, and 826 were 
operated upon in the chronic or quiescent stage, 
with no deaths. In 877 cases operated upon within 
forty-eight hours after the onset of the condition, 
there were eighteen deaths, a mortality of 2 per cent, 
whereas in 888 which were operated upon on the 
third day or later there were fifty-five deaths, a 
mortality of 6.1 per cent. 

With regard to the indications for operation, the 
following rule was applied: ‘Acute appendicitis 
should be recognized as early as possible and 
operated upon without delay unless spontaneous 
retrogression of the inflammation is distinctly 
evident and unless, as in the cases of certain elderly 
persons, the operation would be associated with too 
great risk.” 

Spontaneous retrogression of an abscess is not 
awaited. In agreement with the Enderlen school, 
importance is placed on a short pararectal incision. 
If the exudate is turbid, a rubber drain is placed in 
the wound, and if it is purulent, both gauze and a 
drain are inserted. Effusion into the pouch of 
Douglas requires a second drain extending down- 
ward from the angle of the wound. In diffuse peri- 
tonitis an opening is made on both sides. In very 
critical cases only one drain is inserted on each side 
toward the flank and toward the pouch of Douglas 
under local anesthesia and the appendix is not 
sought for. When the general condition is less un- 
favorable, the appendix is removed. If the circu- 
latory conditions are good, the appendectomy is 


‘followed by drainage of the cul-de-sac toward the 


vagina or rectum and the abdomen is thoroughly 
washed out without eventration of the intestines. 

In the after-treatment the patient is kept in the 
sitting position. No food is give. Three liters of 
salt solution are administered subcutaneously each 
day. After the third day, peristalsis is stimulated. 
Lavage of the peritoneal cavity is of great value in 
fresh perforation peritonitis, but in the presence of 
vasomotor paralysis is very hazardcus. 

According to Table 1, the chronic cases con- 
stituted about 32 per cent of the total i.umber 
(2,591); the acute cases without perforation, 50 
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per cent; and the acute cases with perforation and 
its sequela, 18 per cent. The total mortality was 
2.8 per cent, which is low. Fromme’s total mortality 
was 9 per cent; Adam’s, 7.2 per cent; Kuemmel’s, 
6.9 per cent; Engel’s, 6 per cent; Sonnenburg’s, 
6 per cent; Hoffmann’s, 5.8 per cent; Sigmund’s, 
5.5 per cent; Steichele’s, 5.2 per cent; Chiari’s, 3.5 
per cent; Témoin’s, 3.5 per cent; and Hoernike’s, 
3 per cent. Marsch, however, reported a total 
mortality of 1.5 per cent. 

In 1,765 acute cases, including those with peri- 
tonitis, which were operated upon, the mortality 
was 4.1 per cent. Marsch gives the mortality in 
such cases as 4.5 per cent; Nather, as 4 per cent; 
Sigmund, as 5.5 per cent; Chiari, as 6 per cent; 
Steichele, as 6.4 per cent; Seiffert and Augusti, as 
6.8 per cent; Hoffmann, as 6.8 per cent; Suermondt, 
as 7.8 per cent; and the Swiss statistics for 1912, 
as 1.8 per cent. 

Of the 2,591 patients, 1,386 were females. The 
greater proportion of femajes is explained by the 
fact that women more often seek operative help in 
the chronic stage (2:1). Of the patients seen in the 
acute stage, 942 were men and 823 were women. 
Thirty-seven of the seventy-three deaths were 
those of females and thirty-six were those of males. 
The mortality was therefore 0.5 per cent higher 
among the females, in contrast to all other statistics 
which show a higher mortality among the men. 

Table 2 gives the causes of death in the different 
types of appendicitis. The operation done in the 
cold stage, after abscess or peritonitis, was usually 
performed from four to six months after the sub- 
sidence of the attack. In 826 cases so operated 
upon there were no deaths. 

The cases of obstructive and gangrenous appen- 
dicitis were very numerous. They are included in 
these statistics because the exudate was still sterile 
or at most only very slightly infected. In the 
statistics of most surgeons, such cases with early 
exudation are reckoned as cases of peritonitis. In 
the series reviewed, 1,290 such cases were operated 
upon. 

appendicitis simplex phlegmonosa ne- 
croticans constituted almost 50 per cent of the 
entire material. In this group there were ten deaths, 
a mortality of 0.6 per cent. Two patients died of 
pneumonia, two of embolism, one of acute leukemia, 
and one of aggravated cavernous tuberculosis. In 
the last case mentioned the operative wound showed 
no tendency to heal. Two patients succumbed to 
peritonitis. Steichele’s mortality was 1 per cent 
and Engel’s, 2.1 per cent. 

The mortality following perforation was 13 per 
cent. Steichele’s percentage was 12; Sigmund’s, 12; 
Sonnenburg’s, 15; and Doederlein’s, 12 to 17. 

There were 165 cases of appendiceal abscess. 
Thirteen (7.8 per cent) were fatal. In five of the 
fatal cases the cause of death was diffuse peritonitis, 
and in two, hepatic and subphrenic abscess. Sec- 
ondary causes were embolism, pneumonia, and 
adhesion ileus in one case each, and heart failure 


after the abdominal wound had nearly healed in 
three cases. 

The mortality percentages of other conservative 
surgeons are as follows: Chiari, 15.6 per cent; 
Fromme, 13 per cent; Hoernike, 4.2 per cent; 
Steichele, 2.9 per cent; and Suermondt, o per cent. 
Those of radical surgeons are: Noetzel, 13.4 per 
cent; Wolff, 10 per cent; Dewes, 6.8 per cent; 
von Brunn, 5.1 per cent; Eichoff, 4.6 per cent; and 
Témoin, 3.5 per cent. Among surgeons who take a 
middle stand is Koerte who operates radically up 
to the fifth day and after that incises. Koerte’s 
mortality is 5.2 per cent. The surgeons who habitu- 
ally incise report the following mortalities: 
Hoffmann, 13 per cent; Engel, 10.7 per cent; 
Riedinger, 10.2 per cent; Sigmund, 5.1 per cent; 
Adams, 4.6 to 4.2 per cent; Marsch, 4.3 per cent; 
and Griet, 1.6 per cent. 

Averaging the thirty sets of statistics known to 
the author, the mortality of the radical treatment 
of abscess is found to be 7.2 per cent and that of 
moderate or conservative treatment, 7.1 per cent. 
It is therefore apparent that the same results are 
obtained by very different methods. 

The belief of Rehn and his pupils that infection 
of the peritoneum is not to be feared after appen- 
dectomy with the separation of all adhesions and 
thorough lavage was not confirmed. It must be 
admitted, however, that extension of the infection 
occurs somewhat more frequently following mere 
incision and drainage. A careful study of the causes 
of death shows that in cases of abscess the fatal 
complications can appear in exactly the same way 
whether operation is performed or not; local exten- 
sion, metastasis, and ileus threaten in the one case 
as well as in the other. 

The total number of abscesses of the pouch of 
Douglas which were operated upon was forty-two. 
There were nine cases of evacuation of the primary 
abscess without laparotomy, with two deaths, and 
thirty-one secondary Douglas abscesses with one 
death. 

In cases of peritonitis with complete perforation 
but as yet no adhesions, encapsulated abscess, or 
extensive peritoneal suppuration but with con- 
siderable injection of the intestinal serosa and, in 
the ileocecal region and the pouch of Douglas, a 
free, turbid, seropurulent, ichorous exudate con- 
taining floccules of fibrin, appendectomy was done, 
the exudate swabbed out, and drainage established. 
The abdominal cavity was never washed out. The 
mortality was 4.6 per cent—ten deaths. From 
this it appears that the prognosis of beginning 
peritonitis is quite favorable. The percentage of 
cure is almost half again as high as that in the older 
closed abscesses. The explanation appears to be 
that the virulent infection is robbed of its pro- 
gressive character by prompt surgical treatment. 
Moreover, the source of infection is removed with 
the excision of the gangrenous appendix and the 
operation is performed before the patient has be 
come weakened. 
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The prognosis of diffuse peritonitis is much less 
favorable. Of seventy-two patients with diffuse 
peritonitis, forty-one died. Appendectomy was 
performed -in twenty-eight cases. In_ twelve, 
repeated incision and the establishment of drainage 
was all that could be done. Lavage was done in 
nineteen cases. The mortality was 56.9 per cent. 
In more than two-thirds of the fatal cases, peri- 
tonitis was the immediate cause of death. Twenty- 
eight patients died of diffuse peritonitis. Seven 
cases presented, in addition to the abdominal lesion, 
nothing but slight septic swellings in the spleen and 
tumescence of the brain tissue. In four cases there 
were pulmonary complications from extension of 
the peritoneal process, pulmonary abscesses, and 
septic pulmonary hemorrhages. In ten cases there 
were disturbances of the circulatory organs, espe- 
cially the heart. In four cases, paralytic ileus 
developed as a complication of the peritonitis after 
the fifth day and proved fatal. 

Of the remaining thirteen deaths, two were caused 
by heart failure after healing of the abdominal 
lesion, two by abscesses of the liver associated with 
subphrenic abscesses, five by pneumonia, two by 
embolism, and one by sepsis after conditions within 
the abdomen had become normal. The mortality 
rates given by other surgeons in comparable cases 
were as follows: Moskowitz, 88 per cent; Hoernike, 
78 per cent; Fromme, 78 per cent; Vogel, 76 per 
cent; Seiffert and Augustin, 69.2 per cent; Steichele, 
64 per cent; Tiemann, 62 per cent; Sigmund, 57 
per cent, Zender, 55 per cent; and Engel, 43.3 per 
cent (last percentage based on only thirteen cases). 
In septic-toxic peritonitis, lavage may give rise to 
the most alarming symptoms from shock to the 
peritoneum. In diffuse suppuration or fecal 
exudate, thorough lavage is undoubtedly of benefit. 
Bilateral drainage, preferably with the addition of 
drainage of the pouch of Douglas, is considered the 
best procedure. 

Table 3 shows the causes of death in acute 
appendicitis and the duration of the condition. 
The most severe lesions were found on the third 
day. In these cases, operation should have been 
performed earlier. This group shows a higher mor- 
tality than any of the others, but it is surprising 
that in 877 cases operated upon within the first 
two days there were eighteen deaths. Not only 
has acute appendicitis become more frequent, but 
the occurrence of complete perforation within the 
first two days has also become more common. 

Fromme’s assumption that the prognosis of 
appendicitis runs parallel with that of peritonitis 
was not substantiated. In the thirty-nine cases 
cited by the author in which death was due to 
peritonitis, the deaths were distributed over the 
first fourteen days, which shows that a patient who 
has been operated upon for acute appendicitis may 
die of diffuse peritonitis on the first or on the four- 
teenth day of the condition. Of 250 patients 
operated upon on the first day, only 4 per cent died 
of peritonitis. The mortality rises with the length 


of time the disease has been present, reaching a 
maximum of 6.1 per cent between the seventh and 
tenth days. The great danger of delay is therefore 
evident. The Swiss mortality rates for the year 
1912 were as follows: 


Day of operation Total 
First Second Third Fourth Per cent 
Swiss statistics...... 0.7 4.7 #+%10.7 21.7. 8.1 
Author’s cases... ... 12 24 69 SS 42 


Table 4 gives the causes of death and the length 
of time between the operation and death. The 
latest death, which occurred sixty-two days after 
the operation, was due to pulmonary tuberculosis. 
In all of the fatal septic toxic cases death occurred 
before the end of the first week, usually on the 
third or fourth day. Patients with pulmonary 
complications, cardiac disturbances, and paralytic 
ileus survived until the end of the second week. 
Two patients with incised abscesses lived to the 
third week. 

The importance of age in relation to the prognosis 
of appendicitis is shown in Table 5. Nearly 70 
per cent of the patients were between the tenth 
and thirtieth years of age. Diffuse peritonitis 
occurred most frequently in patients between the 
eleventh and twentieth years. Ten per cent of the 
abscesses were found in children. This percentage 
was not exceeded until after the fiftieth year, when 
it reached 14. Children and elderly persons come 
to oneration later. 

The prognosis was found to be best in the years 
of life in which appendicitis is most frequent. Be- 
fore the tenth year of age the mortality was 5.6 
per cent. Ritter gives it as 9.2 per cent for the first 
fifteen years of life; Seiffert and Augustin, as 11.4 
per cent for the first decade; Hoffmann as 15.3 
per cent; and Zender as 25.6 per cent. The minimal 
mortality of 1.9 per cent was found between the 
twenty-first and thirtieth years. After the thirtieth 
year the mortality rose, reaching from 20 to 25 
per cent after the fiftieth year of age. 

The mortality after operation for appendicitis 
is summarized as follows: 


Males Females Total Dead Percentage 
Acute non-perforated 
phlegmonous 
pendicitis......... 682 608 1,290 9(3) 0.69 
Acute perforated ap- 
pendicitis with ab- 
87 78 165 13(5) 7.87 


ginning peritonitis. 135 103 238 10(7) 4.2 


fuse peritonitis.... 38 34 72 41(21) 56.9 
Chronic appendicitis 

and cases operated 

upon in cold stage. 263 5603 826 ...... 


The total mortality was 2.81 per cent; the mor- 
tality of acute appendicitis, 4.13 per cent; that of 
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Appendicitis with be- 1 
Appendicitis with dif- 
Total.............. 1,205 1,386 2,591 73(36) 2.81 
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perforated appendicitis, 13.44 per cent; and that of 
beginning and diffuse peritonitis, 16.4 per cent. 

Up to the thirtieth year the primary causes of 
death far exceeded the secondary causes. Later 
the ratio was reversed. It appears that the danger 
from pneumonia is as great for patients under 20 
years of age as for those over 50 years old. Embolism 
was most frequent between the thirtieth and fif- 
tieth years. The fact that the prognosis of appen- 
dicitis is best in the years in which the condition is 
most frequent is evidence of the importance of the 
general resistance of the organism as a whole during 
those years. HauMANN (Z). 


Paschoud, H.: Before Operation for Appendicitis 
in the Quiescent Stage—a Serious Typical Le- 
sion of Appendiceal Origin (Avant |’opération 
d’appendicite 4 “froid’’—une grave lésion typique 
d’origine appendiculaire). Rev. méd. de la Suisse 
Rom., 1927, xlvii, 223. 

Paschoud describes a syndrome which develops 
over a period of many years as.the result of mild 
appendicitis in infancy or early childhood and is 
eighteen times more common in females than in 
males. The condition has been thoroughly studied 
from the beginning inflammatory stage through the 
obstructive period to the final septic stage, but the 
constancy and the site of the supracecal strangula- 
tion often noted have not been emphasized. 

The condition is most often described as a mem- 
branous or cicatricial pericolitis, and has been 
treated by numerous operations such as cecoplica- 
ture, cecofixation, colopexy, colectomy, and typhlo- 
sigmoidostomy. It has three long periods—the first, 
in infancy; the second, toward puberty or in early 
adult life; and the third, in mature adult life. 

The first period has often a prodromal stage 
characterized by gastric symptoms, frequent indi- 
gestion, vomiting, asthenia, constipation, and acute 
abdominal pain without exact localization. The 
appendiceal stage is prolonged and characterized by 
constipation followed by hepatic disturbances and 
vague or, at times, acute pain in the right iliac fossa 
without fever, vomiting, or muscle spasm. Deep 
palpation reveals a localized tender point. The 
appendiceal phase is never associated with the ex- 
ternal inflammatory signs of appendicitis or of even 
a moderate crisis. The patient apparently recovers 
but loses weight, and the condition recurs at vary- 
ing intervals during childhood. Loss of desire to 
defecate, the appearance of traces of albumin in 
the urine, and, at times, coli-bacilluria occur. 

In the second stage, there is more generalized pain 
in the right side from the hypochondrium to the 
pelvis. Other signs are slight abdominal distention; 
gurgling (always cecal); a palpable cecum which is 
painful during constipation; slight and irregular fe- 
ver; frequent dysmenorrhcea; and, as a rule, leuco- 
cytosis. X-ray examination with the use of barium 
shows distention of the cecum and barium retention 
in both the cecum and the ascending colon. If 
untreated, the patient continues to lose weight with 


or without periods of transient amelioration. Gen- 
eral abdominal ptosis occurs. The gastro-intestinal 
tract becomes atonic. Periods of alternating con- 
stipation and diarrhoea increase. Oliguria, albumi- 
nuria, and pyuria are often present. 

The third stage of the condition is characterized 
by obstructing stenosis and septicity. Paschoud has 
seen only a few patients in the septic state. All had 
complete obstruction and were seriously toxic. Both 
the immediate and the late mortality was high. 

The acute classical appendicitis with inflamma- 
tion of the base of the appendix and cecum and, 
at times, of the ascending colon and the terminal 

art of the ileum may also be associated with board- 
ike induration, but never leads to the condition 
under discussion because the infecting agent and the 
reaction of defense are entirely different. Ordinary 
appendicitis is caused usually by the streptococcus 
hemolyticus and more rarely by the streptococcus 
viridans, whereas the ascending colitis type is due 
to the colon bacillus probably associated with an 
anaerobe, usually the bacillus perfringens. The au- 
thor agrees with Okynczyc that the colon bacillus 
localizes first in the appendix and is the cause, not 
the result, of the stasis. 

Important factors in the production of parietal 
cicatricial membranes and supracecal obstructing 
bands are the cecocolic lymphatics. The vast net- 
work of cx#co-appendiceal lymphatics ends in the 
ileocecal glands along the terminal part of the supe- 
rior mesenteric artery and continues with the ascend- 
ing colic lymphatics. According to Cuneo, the 
ileocecal glands connect with the glands of the root 
of the mesentery, the ascending colon, and the 
parietal lymphatics. Croizat has described anas- 
tomoses between the appendiceal, colic, renal, he- 
patic, and diaphragmatic systems. The cecum is 
held by: (1) a ligament which arises on the outer 
cecal wall and is inserted high on the posterior 
abdominal wall just under, and at times partly on, 
the kidney; (2) a ligament formed by the insertion 
of the mesentery; and (3) the appendiculo-ovarian 
ligament or the falciform peritoneal fold which 
unites and connects with lymphatics of the appendix 
and ovary and may explain the origin of ovaritis 
and salpingitis on the right side due to the colon 
bacillus. 

By X-ray study, which should be made with the 
patient in the standing and recumbent positions, the 
three-quarters standing and recumbent positions, 
and the Trendelenburg position, the cecal mobility, 
the degree of displacement, and the eventual patho- 
logical fixation may be determined. The appendix 
is visualized more often‘than is expected. 

Paschoud urges prompt appendectomy in the 
cases of young persons with even a doubtful ap- 
pendicular phase preceded by the prodromal period 
and followed alternately by constipation and diar- 
rhoea with large quantities of indol and skatol and 
a trace of albumin in the urine and especially a 
beginning coli-bacilluria. An examination of the 
ascending colon should always be made. Simple 
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appendectomy offers a good chance for cure in the 
first period, but not for established cacocolic stasis. 
Paschoud does not approve of czcofixation or cz#eco- 
pexy. Peristaltic freeing of adhesions, the exercise 
of various sports, abdominal physical culture, and 
massage combined with prolonged internal disinfec- 
tion of the intestine and kidney (collargol) and the 
systematic use of the anti-anaerobic serum of Wein- 
berg have given excellent results. In one case a 
cure was obtained by ileocolostomy. 
Wacter C. Burkert, M.D. 


Gurewitsch, G. M.: Intestinal and Intraperitoneal 
Hemorrhage After Appendectomy (Ueber 
Darm- und intraperitoneale Blutungen nach Ap- 
pendektomie). Zentralbl. f. Chir., 1926, liii, 2721. 

In the author’s opinion, the most common causes 
of intestinal or intraperitoneal hamorrhage after 
appendectomy are sepsis and thrombosis of the 
mesentery and omentum with consequent embolism 
of the gastro-intestinal tract. Frequently both are 
combined, as nearly all cases of hemorrhage begin 
with the clinical signs of an infection (an increase 
in the temperature, chills, etc.). Gurewitsch reports 
a case of this type in which the hemorrhage was 
caused by embolism of the intestinal wall. 

He reports also two cases in which appendectomy 
was followed by intraperitoneal haemorrhage and the 
accumulation of air in the abdominal cavity. On 
the fourth or fifth day after the operation the pa- 
tient suddenly experienced severe pain like that of 
a perforation of the stomach or the rupture of a 
tubal pregnancy. This was associated with signs of 
shock, irritation of the peritoneum, distention of the 

_abdominal wall, sudden disappearance of liver dull- 

ness, and haemorrhagic vomiting. 

Examination of the buried stump revealed en- 
tirely normal conditions. The ligatures were intact 
and there was no visible bleeding. The author ex- 
plains these cases by von Eiselsberg’s theory that 
the operation was followed by a retrograde embolism 
in the region of the stomach. In the latter condi- 
tion, as in biliary peritonitis, the severe symptoms 
(perforation pain, hemorrhage, accumulation of air 
in the abdomen) may be due to very small perfora- 
tions which are easily overlooked. There is no way 
in which such hemorrhages can be prevented. They 
belong to those conditions in which surgical meas- 
ures are usually of no avail. Duscut (Z). 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Vespignani, A.: Variations in the Impression of 
the Gall Bladder on the Stomach and Duo- 
denum in the Roentgen Picture (Sulle varia- 
zioni dell’ impronta della distifellea nell’ immagine 
radiologica dello stomaco e del duodeno). Arch. 
tlal. di chir., 1927, xvii, 289. 

The impression of the gall bladder on the stomach 
and duodenum is one of the best indirect signs of 
cholecystitis. It appears in the form of a regular 


concave line which is more or less arched. A shallow 
curve is characteristic. A more arched curve must 
be differentiated from that of Riedel’s lobe. The 
gall-bladder impression is distinguished from the 
impression of the colon by the gas in the colon and 
by the fact that the colonic impression is more fre- 
quently seen in the erect than the horizontal posi- 
tion while the contrary is true of the gall-bladder 
impression. The impression of a tumor of the head 
of the pancreas is a segment of a circle with a center 
lower down than that of the gall-bladder impression. 
In general it may be said that a gall-bladder im- 
pression indicates increased tension within the gall 
bladder or abnormal resistance of the gall-bladder 
walls. In the great majority of the cases operated 
upon, an impression has been found to indicate 
calculous cholecystitis. In some cases this was asso- 
ciated with adhesions to the stomach and the first 
and second parts of the duodenum which held the 
gall bladder in a fixed position. In the few cases in 
which there were no calculi or no external signs of 
cholecystitis there was cholecystitis without stones. 
In a few cases the over distention of the gall bladder 
seemed to be due only to ptosis of the duodenum. 
Aubrey G. Morcan, M.D. 


Whitaker, L. R.: The Mechanism of the Gall 
Bladder and Its Relation to Cholelithiasis. 
J.Am. M. Ass., 1927, \xxxviii, 1542. 


Whitaker states that there are two views as to the 
mechanism in which bile from the gall bladder is 
delivered into the intestines after the ingestion of 
food. The one most generally accepted is that emp- 
tying is a passive process depending upon external 
pressure and the elasticity of the viscus. The other is 
that the contents of the gall bladder are forced out 
by the action of the musculature of the viscus. 
There are two views also as to the degree of empty- 
ing of the gall bladder. According to one, the 
gall bladder is never completely empty, whereas 
according to the other, all of its contents may be 
evacuated after a meal, expecially of fat. 

In discussing active versus passive emptying of the 
gall bladder, Whitaker cites various authorities and 
experiments to show that the theory that pressure 
of the diaphragm and liver during inspiration forces 
bile out of the gall bladder and mechanical theories 
of emptying, such as siphonage and suction of the 
duodenum, have no sound theoretical or experi- 
mental basis and that the release of the common 
duct sphincter does not seem to be of great impor- 
tance in the emptying of the gall bladder but has a 
function in the filling of the viscus. There seems 
to be considerable evidence also against the theory 
that the flow of bile from the liver empties the gall 
bladder. 

The gall bladder may be so completely emptied 
after the ingestion of fat that not a single drop of 
bile will drip from the lumen. This is evidence that 
elasticity is not the responsible element. Smooth- 
muscle stimulants contract the gall bladder. In 
Whitaker’s opinion the emptying of the gall bladder 
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depends upon the activity of its musculature. The 
factor initiating this activity is not known. 

It has been generally believed that during diges- 
tion some stimulus arises in the stomach or intestine 
which reflexly induces the musculature of the gall 
bladder to contract at the same time that the sphinc- 
ter of the common bile duct is opened. Whitaker 
cites considerable proof against this assumption. 
One of the supposed reciprocal parts of the mechan- 
ism can be destroyed without directly affecting the 
action of the other. 

Whitaker cites experiments which seem to indi- 
cate that a partly collapsed gall bladder is a more 
efficient concentrating mechanism than a distended 
gall bladder. It is conceivable, then, that in any 
condition in which the gall bladder is maintained.in 
partial collapse and refilling is prevented, concen- 
tration might go on to precipitation and that the 
conditions favoring the formation of gall stones in 
the human subject may be those which maintain 
the gall bladder in a partially collapsed state over 
long periods of time. Such partial collapse could be 
brought about by: (1) too often repeated stimu- 
lation to emptying, i.e., frequent meals, or (2) insuf- 
ficiency of the sphincter of the common duct from 
atony, which prevents refilling, Possibly, also de- 
bilitating diseases such as diabetes or typhoid may 
lower the muscle tonus of the gall bladder, resulting 
in incomplete emptying and stasis. There is little 
doubt that reactions to infection play a part in 
cholelithiasis, but this is not incompatible with the 
foregoing concept. 

In attempts to prevent the formation of gall 
stones, stasis must be combated by proper dietetic 
habits. Not frequent feedings, but the ingestion at 
long intervals of meals fairly rich in fat is indicated. 
A person should be hungry when he eats, as hunger 
signifies that the tone of the alimentary canal and 
gall bladder is high. When a meal is eaten under 
such conditions, the digestive organs attack it 
vigorously and the gall bladder empties itself in a few 
hours. The meal is rapidly disposed of, and the 
gall bladder rapidly refills with bile. Small stones 
and débris can be cleaned out of the gall bladder by 
this process. Even when the organ is diseased to 
the extent of stone formation it may show a great 
deal of activity. However, if it contains masses too 
large for easy passage through the cystic duct, the 
giving of food rich in fat may only aggravate the 
symptoms. Under such conditions, the only re- 
course is cholecystectomy. Jacos S. Grove, M.D. 


Finkelstein, B.: Echinococcus Disease of the Bile 
Passages (Echinokokkus der Gallengaenge). Ver- 
handl. d. 1 Chir.-Kong. d. Transkaukasusgeb., Baku, 
1926, p. 114. 

Echinococcus disease of the bile passages is very 
rare in the Transcaucasus, constituting only 2 per 
cent of all echinococcus affections. In 147 opera- 
tions for echinococcus cysts the author found in- 
volvement of the deeper bile passages in only ten. 
In the literature he was able to find only thirty- 


eight cases. He divides cases of echinococcus infec- 
tion of the biliary tract into three groups: (1) 
echinococcus disease of the gall bladder, (2) ‘echino- 
coccus disease of the deeper bile passages, and (3) 
echinococcus disease of organs contiguous to the 
bile passages. In the last group the cysts compress 
the bile passages mechanically. 

Echinococcus disease of the gall bladder is very 
rare. In almost all of the six cases known to the 
author (two of them his own), suppurative inflam- 
mation of the gall bladder was found. To date, it 
has not been determined whether the echinococcus 
can develop in the gall bladder primarily. In one 
of the author’s cases which was fatal, autopsy re- 
vealed a purulent subdiaphragmatic echinococcus 
cyst. It is probable, therefore, that the cyst in the 
gall bladder was secondary. 

The clinical picture of echinococcus infection of 
the gall bladder is that of an inflammation which 
develops slowly and may be associated with jaun- 
dice. As the result of the infection the pain and 
temperature increase and the picture of peritonitis 
develops. If operation is not performed the condi- 
tion leads to empyema of the gall bladder—as in 
one of the author’s cases, in which removal of the 
gall bladder was followed by recovery—or to per- 
foration into the free peritoneal cavity—as occurred 
in the author’s second case. The fluid in the abdomi- 
nal cavity may have the character of an ascitic fluid 
for a long time, and the amount of it may be very 
large (up to 1o liters). 

If the gall bladder alone is affected, operation 
gives a very good result unless perforation into the 
free abdominal cavity has occurred or there is a 
suppurating echinococcus cyst in some other region. 
In the absence of complications, a simple chole- 
cystectomy may be performed, and if a fistula re- 
sults it may be closed by a secondary plastic opera- 
tion. The author recommends cholecystectomy for 
only those cases in which the wall of the gall bladder 
is markedly changed. 

Finkelstein knows of thirty-four cases of echino- 
coccus disease of the deeper bile passages, three of 
which were his own. When there is obstruction of 
these passages by an echinococcus cyst and when 
there is a communication between a cyst and the 
bile passages, the clinical picture is that of a severe 
cholangeitis. Nearly always the condition is due to 
a cyst of the liver which suppurates and communi- 
cates with one or both of the deep bile passages or 
the passages are obstructed by daughter cysts. The 
gall bladder also is involved. It becomes consider- 
ably distended, its walls become thickened, and the 
bile becomes cloudy or purulent as in a case in 
which the author was obliged to drain three cavi- 
ties—a cavity in the right lobe of the liver, the gall 
bladder, and the greatly dilated choledochus which 
was obstructed by a daughter cyst. 

In some cases the diagnosis may be made before 
operation—as, for example, when echinococcus cysts 
are expelled. In other cases a definite diagnosis can- 
not be made even at operation. The most serious 
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complication of obstruction of the bile passages is 
perforation. In one of the author’s cases there was 
an echinococcus cyst on the under-surface of the 
liver. During the operation this cyst was opened, 
and as it communicated with the bile passages all 
of the bile flowed to the exterior and the patient 
gradually succumbed. 

Of the author’s cases of operation for obstruction 
of the bile passages, recovery resulted in two and 
death in one. Of twenty such cases reported in the 
literature, operation saved life in only ten. In some 
cases the operation must be performed in three 
stages: (1) cholecystectomy, (2) transpleural open- 
ing of the subdiaphragmatic cyst, and (3) drainage 
of the bile passages obstructed by the cysts. 

In cases of echinococcus disease belonging to the 
third group—those with involvement of organs con- 
tiguous to the biliary tract—the prognosis is good, 
especially when the gall bladder is merely com- 
pressed. 

The author concludes that the recognition of all 
forms of echinococcus disease of the bile passages 
presents great difficulties which can be overcome 
only by very careful clinical and roentgen examina- 
tions and serological tests. Kocu (Z). 


Schwarz, M.: The Ducts of the Pancreas and Their 
Importance in Resection of the Duodenum 
(Das Gangsystem der Bauchspeicheldruese und 
seine Bedeutung fuer die Duodenalresektion). 
Deutsche Ztschr. f. Chir., 1926, cxeviii, 358. 


The ducts of the pancreas show extraordinary 
variations. Clairmont distinguished ten types. The 
relative infrequency of serious injuries to the ducts 
in the course of resections of the duodenum is due 
to the fact that duodenal ulcer occurs most fre- 
quently in the first portion of the duodenum. Pan- 
creatic function does not depend on the maintenance 
of any definite shape of the pancreas, and the form 
of the gland is molded by the space that is available. 
In general, the organ is hammer- or tongue-shaped. 

The pancreas is developed from two ventral 
anlages and one dorsal anlage. One ventral anlage 
later disappears, while from the other is developed 
a part of the head of the gland with Wirsung’s duct 
as its excretory duct. From the’ dorsal anlage are 
developed the tail, the body, and the ventral or oral 
portion of the head of the gland with Santorini’s 
duct as the excretory duct. Later, the secretory 
duct of the larger ventral anlage loses its impor- 
tance in favor of the duct of the small dorsal anlage. 

The author examined sixty-four pancreases 
which he fixed immediately after their removal 
from the cadaver. He found that of the various 
methods of examination, simple dissection was best. 
In twenty-five pancreases, Santorini’s duct was 
entirely absent. In twenty-three, it communicated 
with Wirsung’s duct, but was present as a secondary 
excretory duct. In one-fourth of the cases it would 
have been possible to injure Santorini’s duct in 
separating the pars horizontalis superior of the 
duodenum. Such injury might have led to un- 


favorable sequele since a part or, in rare instances, 
all of the gland may empty its secretion into the 
duodenum. 

The course of Wirsung’s duct through the tail 
of the pancreas is of little practical importance. In 
the head portion, the duct usually bends caudad 
and dorsad, but the direction of its course varies 
widely. In duodenal resection it is necessary to 
consider only injury to the small lateral branches 
of the duct. 

Santorini’s duct carries off the pancreatic juice 
from a portion of the gland which lies on the head 
of the pancreas, extending ventrad from the oral 
portion. Santorini’s duct shows even greater varia- 
tions than Wirsung’s duct. In general, it runs down- 
ward from left to right and opens into the duodenum 
in the pars horizontalis superior or at the hepatic 
flexure. At its anastomosis, it may attain the caliber 
of Wirsung’s duct, so that, from this point onward, 
two ducts of equal caliber run toward the duodenum. 
— Santorini’s duct is the sole excretory 

uct. 

The anastomosis of the ducts occurs usually 
in the head of the pancreas and more rarely in the 
body. As a rule, thin strands near the pylorus 
may be sectioned with safety; the greater the dis- 
tance from the duodenum, the more important are 
the ducts opening into the duodenum. 

It is noteworthy that pancreases with a well- 
developed Santorini duct usually have a hammer- 
shaped head. Therefore, when the head is hammer- 
shaped, it is particularly important not to injure 
Santorini’s duct. 

The blood supply of the pancreas is derived from 
the superior and inferior pancreaticoduodenal 
arteries. Because of the abundance of anastomoses, 
section of the superior artery is usually not 
important. ScHuBERT (Z). 


Perrin: Delayed Internal Hzmorrhage in Injuries 
of the Spleen (L’hémorragie interne retardée 
dans les traumatismes de la rate). Arch. franco- 
belges de chir., 1926, xxix, 696. 

The syndrome of rupture of the spleen is domi- 
nated by internal hemorrhage. In some cases the 
hemorrhage occurs immediately after the accident 
and causes death within an hour or two. In other 
cases it may be delayed for from three to twenty- 
four hours, and in still others may not occur until 
from three or four days to two weeks after the in- 
jury. Delayed bleeding occurs suddenly when the 
patient is believed to have recovered. 

Operative and autopsy findings have shown that, 
as a résult of splenic trauma, a hematoma may be 
formed under the splenic capsule or in the pocket 
around the spleen. In a case reported by Morestin, 
a perisplenic hematocele containing many liters of 
blood which was formed following the contusion of 
a malarial spleen, pushed the diaphragm up, causing 
respiratory embarrassment, forced the colon down, 
and pushed the stomach to one side and the spleen 
against the posterior abdominal wall. 
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In a case reported by Patel and Vergnory, a 
perisplenic hematoma which was formed after rup- 
ture of the spleen into halves remained encysted in 
the splenic pocket with few signs of its presence for 
eleven days. The patient had returned to work 
when it opened and caused intraperitoneal hemor- 
rhage. Simpson has reported a case in which no 
blood was found when the peritoneal cavity was 
opened, but when the hand was introduced into the 
abdomen on the left side‘and the omentum was 
pushed back from the anterior abdominal wall, a 
flood of blood was evacuated. 

An intrasplenic or subcapsular hematoma with 
an intact capsule may rupture and cause delayed 
hemorrhage. The splenic pulp may undergo exten- 
sive destruction up to the vessels of the hilum, and 
the intact capsule may circumscribe a large hema- 
toma in which floats parenchymatous débris. 

An apparently superficial injury of the capsule 
may be associated with extensive crushing of the 
splenic pulp, but a bit of omentum or a neighboring 
organ may adhere to the capsule wound and limit 
the bleeding until the barrier is forced by increased 
pressure. A motor cyclist who was knocked uncon- 
scious in a collision with a street car showed marked 
immediate improvement, but on the following day 
operation became necessary because of persistent 
pain and contracture in the left hypochondrium. 
Perrin found a very small quantity of black blood 
in the abdomen.. Removal of the omentum which 
was adherent to the lower pole of the spleen re- 
vealed a fissure 3 cm. long. Just as a stitch was 
being taken, some black clots escaped. These were 
followed by a profuse hemorrhage which necessi- 
tated a rapid splenectomy. The capsule was found 
almost empty, and only a few fragments of the 
parenchyma were adherent to the deeper surface. 

In a case reported by Démoulin the signs of 
hemorrhage appeared very late as the torn capsule 
was rolled up like a hood so that it immobilized a 
number of obstructing blood clots. 

The author does not place much diagnostic value 
on the initial shock, as this is common to all abdomi- 
nal injuries. Neither does the classical picture of 
internal hemorrhage aid greatly in the diagnosis as 
it does not indicate the splenic origin of the bleeding. 

A study of the latent period has revealed many 
signs of unequal importance. The pulse rate rarely 
returns entirely to normal; usually it remains slightly 
increased (80 to 90). The progressive acceleration 
of the pulse, and especially the decrease in the 
arterial pressure, are of diagnostic aid. The respira- 
tion is of the upper costal type. A localized con- 
tracture in the left hypochondrium is important, and 
if it is persistent or accentuated when the rest of 
the abdomen has become soft, should suggest the 
presence of a lesion more serious than a simple con- 
tusion. The contracture is set up by the least ef- 
forts at examination and coincides with a hyper- 
esthesia of the region. Spontaneous pain is often 
absent or insignificant. The slope of the left hypo- 
chondrium may suggest a perisplenic hematoma. 


When a serious splenic injury is suspected be- 


cause of the nature, severity, or site of an injury, . 


the patient should be kept in bed under observation 
for a week or longer after the accident. Observa- 
tion of the pulse and the abdominal condition has 
permitted the author to operate before the occur- 
rence of the delayed haemorrhage. Hemorrhage 
often occurs suddenly, either spontaneously or as 
the result of exertion, and is accompanied by severe 
pain which may be mistaken for that caused by a 
pulmonary complication or the rupture of a hollow 
abdominal viscus. The pallor, cold sweats, pulse 
rate, and coldness of the extremities have the usual 
diagnostic value. 

The author concludes that in severe injuries of 
the splenic region, absence of the signs of serious 
hemorrhage should not prevent intervention if the 
pain, contracture, and pulse rate suggest a splenic 
injury. When, instead of a perisplenic or subcapsu- 
lar hematoma on the verge of rupture, operation 
discloses only minimal lesions which perhaps have 
healed spontaneously, splenorrhaphy will be success- 
ful. Serious injuries that would end in delayed 
haemorrhage and cases operated upon during hemor- 
rhage require splenectomy. 

When speed and extensive exposure are essential, 
the author prefers the large transverse incision of 
Ruggi. During the latent period, the elbow incision 
of Mayo in the upper part of the ablomen on the 
left side gives an excellent approach to the splenic 
pocket and to the upper pole of the spleen under 
the diaphragm. 

The author reports eighteen collected cases. Re- 
covery resulted in eight and death in ten. 

Wacter C, Burkert, M.D. 


Schlegel, A.: Traumatic Hzmorrhage from the 
Spleen after a Twelve-Day Interval (Trauma- 
tische Milzblutung mit 12-taegigem Intervall). 
Beitr. z. klin. Chir., 1926, cxxxviii, 163. 

Traumatic rupture of a healthy spleen is rare. 
The diseased spleen is ruptured more frequently. 
The incidence of splenic rupture is greatest in 
malaria (70 per cent), typhus, other infectious 
diseases, septic conditions, and the haemorrhagic 
diathesis. The chief signs are shock due to per- 
foration and internal hemorrhage. Hemorrhage 
does not always occur immediately after the injury; 
sometimes it may be delayed for hours or even days. 
Koerte gives the longest delay as two or three days, 
but in the literature there are reports of fifteen 
cases in which the interval varied from one and a 
half to nine days. In the author’s case it was twelve 
days. In every instance, splenectomy was done. 
Three patients died and twelve recovered. The 
mortality was therefore 20 per cent, whereas when 
rupture and hemorrhage occur at the time of the 
injury the mortality is 35 per cent. 

The author’s case was that of a man 43 years of 
age who was admitted to the hospital with symp- 
toms resembling those of gastric perforation— 
marked rigidity of the abdominal wall, a small pulse, 
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and marked tenderness to pressure over the epigas- 
trium. 

Operation performed immediately disclosed about 
2 liters of blood in the abdominal cavity. On the 
convexity of the spleen there was a hole about the 
size of a 3-mark piece, from which the splenic pulp 
protruded. The edges of this hole were ragged. The 
spleen was removed. ‘The parietal peritoneum 
showed no changes. 

The patient at first gave no history of trauma, 
but on subsequent questioning by his wife he stated 
that, twelve days previously, a fellow workman 
had struck him on the left side with a shovel. The 
convex surface of the shovel was directed toward his 
left hip and the patient had the feeling that the 
projecting iron handle of the shovel was driven into 
the skin. He experienced no other inconvenience 
from the blow, however, and remained at work. 
Twelve days later, when he was pulling on his socks 
in dressing, he felt a sudden severe abdominal pain 
which progressed to the development of the syn- 
drome described on his admission to the hospital. 

To obtain compensation for the injury it was 
necessary to prove the relationship between the 
delayed hemorrhage and the accident which had 
occurred twelve days previously. This was accom- 
plished by the interrogation of witnesses and mi- 
croscopic examination of the extirpated spleen. 

The spleen measured 11 by 8.5 cm. On its con- 
vexity there were dried blood clots and a crater- 
like rent with irregular borders. Separated from 
the latter and about a finger’s breadth from the 
upper pole there was an irregular tear. The splenic 
capsule showed a tumor-like swelling due to bluish- 
red masses of clotted blood which could be seen 
through it. 

In the region of the crater-like depression, the cut 
surface exhibited an irregular mass of blood clot 
extending almost to the hilus. In the neighboring 
tissues there were other blood clots, the whole mass 
making up about a fourth of the substance of the 
organ. Between the masses of clotted blood were 
bridge-like strands of intact splenic tissue. 

Examination of the hemorrhagic areas in their 
relation to the neighboring tissues showed areas 
with no changes of note and other areas in which 
new vessels were sprouting from the splenic tissue 
into the blotted masses of blood, viz., organization 
processes. At least several days are necessary for 
the process of organization to progress as far as this. 
Therefore the rupture of the spleen with the hemor- 
rhage which necessitated splenectomy could be 
ascribed to the injury sustained twelve days 
previously. 

At the time of the injury, bleeding occurred 
within the capsule. This remained latent and even 
began to organize, but when the capsule was reached 
after an interval of twelve days severe hemorrhage 
occurred. Extirpation of the spleen has resulted in 
no change ih the blood picture. The capsule offers 
powerful resistance to the spread of hemorrhage. 
It is only when the internal pressure overcomes the 


capsular elasticity that the capsule is lifted up and a 
blood cyst which bursts with the slightest trauma 
is formed. Spread of the hemorrhage may be hin- 
dered also by the formation of adhesions to the 
surrounding structures, but when hemorrhage is 
suspected operation must not be delayed too long. 
ZIPPER (Z). 


Whipple, A. O.: The Relation of the Reticulo- 
Endothelial System to the Splenomegalies 
Associated with Non-Specific or Secondary 
Anemia. New Orleans M. & S. J., 1927, \xxix, 
800. 


In discussing the histology of the spleen the author 
emphasizes particularly the reticulum or delicate 
supporting framework of the splenic pulp. The fine 
fibrils of this structure are lined with flat endo- 
thelial cells and form a part of the reticulo-endo- 
thelial system which is found also in the lymph 
nodes, bone marrow, and liver. 

The physiology of the spleen is summarized 
according to Krumbaar as follows: 

1. The mammalian spleen is not necessary for 
the maintenance of normal existence and shares 
many of its functions with other members of the 
hemolytopoietic system, but under certain stresses 
its presence may be the deciding factor between 
life and death. Its functions are indicated largely 
by its structure, its reticulo-endothelial cell con- 
tent, and the changes produced in other organs by 
its removal. 

2. The spleen is a blood reservoir. 

3. It is concerned directly in blood-cell forma- 
tion during fetal life and has an indirect influence on 
blood formation throughout most of adult life. 

4. It is intimately concerned in the process of 
red blood-cell destruction; it has the ability to 
remove blood cells and bacteria from the blood. 
It has to do with iron metabolism in the body. It 
prepares bilirubin pigment for the liver. 

5. It seems to be an important site of antibody 
formation. It plays a part also in resistance. 

6. Its relation to metabolism is less manifest. 

7. The liver, lymph nodes (lymphoid tissue gen- 
erally), and bone marrow are so closely allied as 
members of the hemolytopoietic system that they 
share certain of its functions normally, and quickly 
take over the remaining share after its extirpation. 

Pearce and Krumbaar state that after splenec- 
tomy in dogs three prominent phenomena are 
observed: (1) anzmia of the secondary type, which 
may become severe in a month and then be followed 
by repair; (2) increased resistance of the red blood 
cells; and (3) a lessened tendency toward hemo- 
globinuria and jaundice. 

The reticulo-endothelial system is distributed 
throughout the spleen, the liver, the lymphatic 
system, the bone marrow, and the vascular net- 
work of the omentum and mesenteries. In close 
association with the minute blood vessels and 
blood spaces of the connective tissue framework of 
these organs and structures there are found certain 
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well-defined connective tissue cells, both fixed and 
wandering. These cells, which are derived from the 
fixed connective tissue elements, are the great 
phagocytes of the body and can be vitally stained 
—an evidence of the storage capacity of the cells of 
this system. 

In his discussion of the splenomegalies, Whipple 
considers only those that are associated with a 
secondary anemia from the standpoint of dis- 
turbed physiology of the reticulo-endothelial system. 
These are grouped as Banti’s disease, haemolytic 
jaundice, and thrombocytic purpura hemorrhagica, 
Gaucher’s disease, and splenic anemia. Leukemia, 
pernicious anemia, and polycythemia are excluded 
as these conditions are related primarily to dyscra- 
sias of the blood-forming organs. 

In Banti’s disease, some irritant stimulates the 
reticulo-endothelial apparatus of the spleen to an 
abnormal destruction of red cells. According to the 
most generally accepted theory, the enlargement of 
the spleen is a response to a chronic inflammatory 
process and the anemia is the result of over-activity 
of the blood-destroying splenocytes. The beneficial 
effects of splenectomy in the early stages of the 
disease favor the view that the primary cause is in 
the spleen. 

It is in haemolytic jaundice that the phagocytosis 
of red blood cells passes from the physiological to 
the extremely pathological. Whether the agent 
causing the increased fragility of the red cells is 
situated in the spleen or elsewhere in the reticulo- 
endothelial apparatus is still unknown. However, 
the fact that, with the removal of the spleen, 
pathological red-cell destruction ceases, speaks for 
the hypothesis that the red cell destruction is con- 
fined to the spleen. 

In purpura hemorrhagica, the relation of the 
spleen as an etiological factor is not so well under- 
stood, but the fact that many of the cases of 
chronic thrombocytopenic purpura remain cured 
for periods of five years or longer after splenectomy 
argues for a causative agent in the spleen. However, 
not all cases are cured by operation. As the plate- 
lets are few or absent and as the reticulo-endo- 
thelial cells get rid of jaded or excessive blood 
platelets, it appears that some part of the reticulo- 
endothelial system is overactive. Whether the 
reticulo-endothelial cells of the spleen alone or of 
the entire system are involved is still a debated 
question. Undoubtedly the spleen destroys the 
platelets as there is a sharp rise in the platelet 
count after splenectomy. However, the rest of the 
reticulo-endothelial system is also involved. The 
efficiency of splenectomy depends upon whether 
most of the pathological change is still confined 
to the spleen. 

In Gaucher’s disease the characteristic cells 
(according to Aschoff and Mandlebaum) are de- 
rived from the reticulo-endothelial cells of the 
organs in which they occur. It appears that in this 
disease some irritant gives rise to abnormal activity 
of the reticulo-endothelial cells in the spleen, the 


liver, the lymph nodes, and the bone marrow. 
These cells proliferate mostly in the splenic sinuses. 

In the splenic anemias a close resemblance is 
noted to Banti’s disease and the indication for 
splenectomy and the prognosis following splenec- 
tomy are the same as in Banti’s disease. 

In conclusion, Whipple emphasizes that in study- 
ing these diseases we must think of them from the 
point of view of the reticulo-endothelial system. The 
derangement of the function of the spleen in these 
clinical entities seems to be due to derangement of 
the reticulo-endothelial cells, and the extent to 
which the derangement of the reticulo-endothelial 
cells 1s limited to the spleen determines apparently 
the efficacy of splenectomy. 

Herman H. Huser, M.D. 


Brzosowskij, A.: Preliminary Ligation of the 
Splenic Artery as a Method of Avoiding Loss of 
Blood in Splenectomy (Praeliminaere Ligatur der 
Arteria lienalis als eine Methode zur Verminderung 
des Blutverlustes bei der Milzextirpation). Novy 
chirurg. arch., 1926, ix, 335. 

In the removal of the malarial spleen the author 
obtained a bloodless field by separate ligation of the 
artery and vein of the vascular bundle entering the 
splenic hilus. When the abdominal cavity was 
opened, isolated ligation of the splenic artery was 
done, and after the volume of the spleen had de- 
creased markedly the vein was ligated and the 
spleen then removed. In this manner, about 10 
per cent of the entire quantity of blood can be saved. 

The author believes that the method described 
should be used in all cases of splenectomy when 
possible. He used it first on October 10, 1923, and 
only later heard a similar recommendation by 
Lotsch made before the German Surgical Congress. 

Bock (Z). 


MISCELLANEOUS 


Gerulanos, M.: Chronic Fistula Formation in the 
Abdomen (Chronische Fistelbildung in Abdomen). 
Zentralbl. f. Chir., 1926, liii, 2936. 

This is a discussion of the pathologico-anatomical 
findings in fistula formation following simple pallia- 
tive operations in suppurative conditions of the 
abdomen. 

The author reports the case of a 25-year-old 
woman with a fistula in the ileocecal region which 
had been discharging pus for eighteen months. The 
primary condition was diagnosed as acute suppura- 
tive appendicitis, and the first operation consisted 
in the removal of the appendix and incision and 
drainage of an ovarian cyst. The operation for 
closure of the fistula, which was performed through 
a median incision, revealed a finger-shaped structure 
about the thickness of the little finger and 8 cm. 
long which, practically free from adhesions, extended 
transversely through the abdominal cavity from the 
region of the fistulous opening toward the lesser 
pelvis and there terminated in an adnexal tumor 


la 
na 
n- 
he 
is 
ig. 
O- 
es 
ry 
ix, 
or 
ite 
ne 
ph 
ed 
or 
es 
he 
es 
en 
ly 
n- 
by 
a- 
on 
of 
to 
It | 

dy 

n- 

as 
ey | 

ly 

re 

ch 

ed 

od 

ed 

se 

nd 

of 

in 


306 INTERNATIONAL ABSTRACT OF SURGERY 


embedded in adhesions. It was possible to pass a 
sound from the fistulous opening into the adnexal 
tumor. 

On microscopic examination, the wall of the fistu- 
lous cord was found to be formed by firm connec- 
tive tissue with fibers running in a circular direction 
which surrounded a central canal lined by inflamma- 
tory granulations. The inflammatory processes pre- 
dominated toward the center of the canal and the 
connective tissue became more dense toward the 
periphery. The exterior surface was therefore 
smooth. At several points on the surface there were 
flattened cells with regular, long nuclei of an endo- 
thelial type. : 

It was apparent that, from the original adhesions, 
there was formed, under the influence of continued 
suppuration, a tube-shaped structure which led the 
pus to the external surface. The chronic inflamma- 
tory processes which lead to the formation of such 
structures are well known. As a rule, however, op- 
eration is performed at an earlier stage, when the 
inflammatory processes are still active and the adhe- 


sions around the fistulous canal are firm and exten- 
sive, and the operative liberation of the adhesions 
destroys the canal. This explains why there are no 
reports of similar structures in the literature. An- 
other reason is that, when the suppuration is of 
short duration, such a canal may not be found. 

In the case of a 25-year-old woman with tubercu- 
lous adnexitis, an abscess was opened at operation. 
Eight months later, radical removal of the adnexa 
and a fistulous tract was done. The fistulous canal 
was firmly adherent to loops of intestines and to the 
omentum. In this case also microscopic examina- 
tion showed the formation of a connective tissue 
wall with circular fibers which was lined by granu- 
lations. 

In the discussion of this report, von REDWITZ 
reported on the treatment of epithelium-lined fistu- 
le. He stated that hé had closed a pancreatic 
fistula resulting from a pancreatic cyst by destroy- 
ing its epithelium with one radium irradiation. Be- 
fore the introduction of the radium tube the fistula 
was dilated with a laminaria tent. | Hempet (Z). 
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Hurd, R. A.: Results of Operations for Retrover- 
sion. Am. J. Obst. & Gynec., 1927, xiii, 742. 


A study was made of the results of operations for 
retroversion performed at the Woman’s Hospital, 
New York City. The observations made in the 
course of this study may be summarized as follows: 

1. Retroversion is most often complicated by 
an accompanying inflammation of the cervix or 
adnexa with resulting peritoneal adhesions which 
restrict or even completely inhibit the mobility of 
the corpus. 

2. In very few or no instances can the operator 
be accused of unwarranted surgery in this group of 
cases. Even in the cases of patients whose uteri 
were freely movable, a definite complaint was pres- 
ent, and in over go per cent of these distinct im- 
provement followed correction of the malposition. 

- 3. The percentage of all retroversions which pro- 
duce symptoms cannot be determined from a group 
such as this, for all these women, except possibly a 
few who came for sterility, presented definite com- 
plaints before operation. 

4. Abdominal pain of various types and degrees 
appears to be a more constant symptom in retro- 
version than backache, although the latter also 
appears in a large proportion of cases. 

5. Retroversion, more than almost any other 
gynecological lesion, is an affection of the child- 
bearing period. 

6. Only 4 per cent of a large series of patients 
with retroversion complained of sterility, and more 
than half of these had also inflammation of the 
adnexa. Pregnancy followed operation, roughly, 
once in four cases. 

7. The series shows 96 per cent of anatomical 
cures throughout the period of observation, which 
averaged twenty months. 

8. Of the operations frequently done for round 
ligament suspension, Bissell’s operation was followed 
by the lowest and Gilliam’s by the highest percent- 
age of recurrences. 

g. Plication alone of the uterosacral ligaments 
was distinctly unsuccessful in the few cases in 
which it was used, although it is probably a valuable 
adjunct in other suspension methods. 

10. The end-results of retroversion operations 
considered symptomatically appear to depend 
largely upon the symptoms which the lesion pro- 
duces. One may expect a higher proportion of cures 
when the patient seeks treatment for pain, backache, 
or other discomfort than when she applies for relief 
of sterility or some disorder of menstruation. 

11. That the reconstructed supporting ligaments 
of the uterus can undergo evolution during preg- 


nancy is demonstrated by the occurrence of few 
spontaneous abortions in women who have under- 
gone operation. 

12. A full-term pregnancy was followed by a 
recurrence of retroversion in a previously-suspended 
uterus in about one in seven cases, 

E. L. Cornet, M.D. 


Wiemann, O.: Experiences with the Alexander- 
Adams Operation in 1,005 Cases at the Marburg 
Clinic (Erfahrungen mit der Alexander-Adamschen 
Operation an 1005 Faellen der Marburger Klinik). 
Zischr. f. Geburtsh. u. Gynaek., 1927, xc, 649. 


During the years 1911 to 1924 the Alexander- 
Adams operation was performed in 1,005 cases at 
the Marburg Clinic. There were 505 cases of retro- 
flexion, 336 of retroflexion with descent or pro- 
lapse, and 164 of descent or prolapse alone. In 
547 cases the Alexander-Adams operation alone 
was _ performed. 

The peritoneum is opened as part of the tech- 
nique at this Clinic. 

Certain disturbances were noted during the period 
of healing. In twenty-nine cases there were signs of 
inflammation in the operative wound, due apparently 
to some fault of the catgut. In fourteen instances 
the temperature reached 100.4 degrees F. (38 C.). 
Postoperative hemorrhage occurred in five cases, 
pneumonia in eight, cystitis in ten, and an extra- 
vasation or exudate posterior to the uterus in three 
cases. There were six deaths, two from peritonitis 
(one following curettage), and one death each from 
sepsis, lung embolus, bronchopneumonia, and per- 
forated uterus with hematoma in the right para- 
metrium and intoxication. In the case of perfora- 
tion of the uterus, curettage had been done, twilight 
sleep being induced with paravertebral anaesthesia 
and ether. 

The results of the follow-up in 457 cases are 
grouped according to subjective complaints and 
anatomical findings. In 59 per cent there were no 
complaints and the anatomical findings were good, 
no complaints in 72.7 per cent, good anatomical 
results in 81.8 per cent, but there was a continuation 
of symptoms and recurrence in 2.3 per cent. 

Of a total of 602 patients, 193 became pregnant 
after the operation; of these, 123 were watched 
carefully during the delivery. There were recur- 
rences in 7.2 per cent, half of which occurred during 
the first years after operation. In the cases operated 
upon during the war, recurrences were twice as 
frequent as in the post-war cases. As cause for this 
are suggested: undernourishment, relaxation of 
tissues and ligaments, increased work, the impossi- 
bility of taking proper care immediately after the 
operation, and also the fact that during the war 
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younger and less experienced surgeons performed 
the operations. Other causes for recurrences such 
as postoperative pregnancy and delivery are placed 
in the background. Scumip (G). 


Muret, M. Hamorrhages Following the Meno- 
pause (Des hemorragies postclimateriques). Gynéc. 
et obst., 1927 XV, 241. 

The author has observed 312 cases of post- 
climacteric hemorrhage during the last twenty- 
eight years. He concludes that every such hxmor- 
rhage, no matter how slight, warrants a complete 
gynecological examination, biopsy or curettage, 
and histological examination by a competent spe- 
cialist. After the menopause, bleeding should not be 
attributed to local stasis consequent upon an extra- 
genital pathological condition, but should always be 
considered ‘a danger signal, and it may be absolutely 
the only one. With recent more skillful examinations 
the diagnosis of extrinsic causes becomes less and 
less frequent. 

Malignancy was seen to be by far the most fre- 
quent cause, cancer of the body of the uterus being 
present in 13 per cent of cases, epithelioma of the 
cervix in 12 per cent, with a total malignancy of 
25 per cent. The author noted thirty-seven cancers 
of the cervix to forty-two of the body of the uterus. 
He believes that this variation from the usual 
figure is due to greater care and the more frequent 
use of curettage in diagnosis. In several cases of 
cancer of the body of the uterus, absolutely the 
only symptom was bleeding, the findings at routine 
examination being practically negative. 

Uterovaginal prolapse was the cause in over 19 
per cent of the cases. The bleeding was frequently 
due to ulcerations dependent upon exposure, and 
occasionally to traumatism caused by _pessaries 
(seventeen cases, over 5 per cent). 

Benign mucous polyps of the cervix were the 
cause in 8 per cent of the cases. Their removal 
should be followed by curettage since they may 
occasionally be the seat of malignancy. In over 5 
per cent of the cases, endometrial polyps were pres- 
ent. These polyps occasionally simulated cervical 
polyps, being pedunculated. In over 2 per cent, the 
bleeding was caused by erosions and cervical endo- 
metritis which could easily be cleared up by linear 
cauterization and local applications. 

In 8 per cent a purulent senile endometritis with 
occasional varying amounts of blood indicated 
fragility of the surface vessels. Purulent endo- 
metritis may easily be confused with acute gonor- 
rhoea of which the author has seen two cases after 
the menopause. 

Senile vaginitis, seen in over 3 per cent of the 
cases is frequently associated with adhesions and 
stenosis. Fibromata were found in over 5 per cent 
of the cases. The author has not observed sarco- 
matous degeneration but has found carcinomatous 
degeneration in several cases. Because of the possi- 
bility that hemorrhage after the menopause may 
be caused by fibromyoma, total hysterectomy 


should be done. Curettage is safe only when small 
tumors or fibromatosis seem to be the cause. 

In seven cases (over 2 per cent), ovarian cysts 
were present. The author is not sure but that the 
pathological changes were primarily endometrial. 
He believes in hysterectomy as a measure of safety 
in all such cases. 

Five cases of bleeding followed the artificial 
menopause. The leaving of non-absorbable sutures 
is a possibility in such cases. There were four cases 
of primary carcinoma of the vagina. Chancroid of 
the vulva, caruncle of the urethra, and arterio- 
sclerosis were noted. The fact that in only three 
cases (0.96 per cent) no information was obtained 
from the products of curettage should be sufficient 
proof of the value of this procedure as a diagnostic 
measure. Goopricu C. SCHAUFFLER, M.D. 


Cotte, M. G. Perforation of the Uterus During 
Dilatation with Hegar Bougies (Sur les perfora- 
tions uterines survenues au cours de la dilatation 
aux bougies d’Hegar). Bull. Soc. d’obst. et de gynéc. 
de Par., 1927, Xvi, 275. 

Rupture of the uterus as a result of stretching 
with a Hegar dilator is.not as rare an occurrence 
as it is supposed to be. In the cases discussed the 
rupture was due to stretching only and not to per- 
foration. The accident is most apt to occur when 
the patient is a girl or young woman with a hypo- 
plastic uterus and a long tight cervix, or when the 
patient is at the menopause and the uterus is 
fibromatous. A dilatation of 18 to 20 degrees by 
Hegar dilator is constantly attended by small tears 
which may extend suddenly into the region of the 
isthmus. Operation is seldom required, recovery 
without complications being the rule. Even though 
the bleeding is excessive, nothing more than light 
tamponade should be attempted. 

GoopricH C. SCHAUFFLER, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Barrows, D. N.: Primary Carcinoma of the Fallo- 
pian Tube, with a Report of Three Cases. Am. 
J. Obst. & Gynec., 1927, xiii, 710. 

Of three patients with primary carcinoma of the 
fallopian tubes, two died within a few months after 
operation. ‘The third was operated upon very 
recently. From a study of these cases the author 
offers the following conclusions: 

Though carcinoma of the fallopian tube occurs 
oftenest between the ages of 40 and 50 years, it 
must be watched for in all adults. Grossly it fre- 
quently cannot be differentiated from chronic in- 
flammatory lesions if the growth is removed intact. 
Radical extirpation, including all near-by palpable 
lymph glands, is the procedure recommended by 
most gynecologists. 

Because of the frequency of occurrence of this 
growth every case of inflammatory pelvic disease 
should receive immediate attention. The diagnosis 
can usually be established by histological examina- 
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tion only. Incomplete removal of the pelvic con- 
tents is not a satisfactory method of treatment. 
E. L. M.D. 


MISCELLANEOUS 


Norris, C. C., and Vogt, M. E.: Radiation in 
Gynecology. Surg. Clin. N. Am., 1927, vii, 315. 


Among the benign gynecological conditions treat- 
ed by irradiation the authors mention one case of 
granuloma inguinale as cured. 

Uncomplicated endocervicitis was treated by the 
insertion of 300 mgm.-hrs. of radium into the 
cervical canal with relief from leucorrhoea in 75 
per cent of cases and improvement in the remainder. 

Selected cases of benign uterine hemorrhage and 
myomata responded ideally to irradiation. Bleed- 
ing was checked in 95 per cent of the cases, the 
usual dose being 1,200 mc.-hrs. In young women 
not more than 300 mc.-hrs. were given, and this 
dose was repeated without untoward effects. Fifty 
per cent of such cases were cured and 30 per cent 
more benefited. 

Malignancy about the external genitalia yields to 
irradiation only when diagnosed early. The treat- 
ment most beneficial is the implantation, about 
¥Y in. apart, of bare glass seeds containing from 
0.6 to 1.0 mc. each. Carcinoma of the vulva is so 
treated. The inguinal glands are excised, the seeds 
implanted, and deep X-ray therapy given. Primary 
carcinoma of the vagina or recurrence after hys- 
terectomy is best treated with bare glass seeds of 
the strength indicated, implanted throughout the 
base and edges of the lesion. 

The authors classified carcinoma of the cervix 
according to the grouping of Schmitz. In Group I 
the results of surgery and irradiation were equally 
good, whereas in all others irradiation was definitely 
superior not only as a palliative but a curative 
measure. The more embryonal the lesion, the more 
readily it responded to irradiation; the greater the 
malignancy, the greater the tendency to early 
metastasis. In Type I, 2,400 mgm.-hrs. were given 


intracervically, Type IL being treated in practically 
the same manner. The carcinoma healed locally in 
7° per cent of the cases. In Group IV only the 
exceptional cases received any irradiation. In car- 
cinoma of the cervical stump, 50 to 100 mgm. of 
radium were inserted into the canal for 18 to 24 
hours. Deep X-ray therapy was employed in all 
cases of cervical carcinomata when there was any 
hope of ultimate cure. 

Carcinoma of the body of the uterus was treated 
by panhysterectomy and bilateral salpingo-oophor- 
ectomy, unless operation was contra-indicated. In 
the latter instance, 2,500 mc.-hrs. were given and 
the dose repeated in two weeks. The Clark test 
was made every three weeks thereafter. 

Carcinoma of the ovary is essentially surgical. 
Deep X-ray therapy was employed routinely after 
operation. Usually the reaction to a dosage of 1,200 
mgm.-hrs. of radium was not severe and subsided 
upon the removal of the radium. Nausea, vomiting, 
pelvic pain, and slight elevation of temperature 
were not uncommon. 

Recto- and vesico-vaginal fistula rarely occur; 
indeed irradiation tends to prevent them. Post- 
mortem findings revealed no death following the 
treatment of benign conditions. 

In carcinoma of the urethra the meatus is fre- 
quently destroyed, the vesicovaginal septum and 
not infrequently the ureteral orifices being involved. 
Hydro-ureter, hydronephrosis, and extensive intra- 
peritoneal extensions are not uncommon in healed 
cases in which the cervix, vagina, and parametrium 
are involved. 

An extensive melanotic tumor of the vulva with 
widespread metastases is described. The authors 
also describe a case of extensive pelvic infection 
treated by heavy irradiation in which no signs of a 
flare-up followed treatment. They question whether 
in the many cases treated by pelvic irradiation there 
may not be some with infection which do not show 
signs of exacerbation. 

The authors’ technique is accurately described. 

A. James Larkin, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Castano, C. A.: Three Cases of Pregnancy After 
Radiation for Uterine Bleeding Due roy Bere 
Dysfunction (Trois cas de grossesse aprés curie- 
thérapie dans des hémorragies ovariopathiques; 
métropathie hémorragique). Gynéc. et obst., 1927, 
xv, 196. 

Castano reports three cases of pregnancy after 
radium irradiation for so-called metropathic hemor- 
rhage due possibly to persistence of the corpus 
luteum. 

The first patient was a woman 27 years of age 
who gave a history of dysmenorrhocea and metror- 
rhagia for periods of fifteen, twenty, and thirty days. 
These symptoms had persisted for about ten years. 
During that time the patient had consulted a 
number of physicians and had had various types of 
treatment, including four curettages, all without 
results. 

Radium was applied in February and April, 1922. 
Menstruation then became regular, painless, and 
of four days’ duration. In September, 1923, the 
patient became pregnant, and in May, 1924, was 
delivered by dilatation and forceps of a 4,000-gm. 
normal male child. There was no postpartum 
hemorrhage. -When the patient was seen again 
six months after delivery, both she and the child 
were doing well. 

The second patient was a woman 26 years of age 
who stated that for seven years her menstrual 
periods had continued for from fifteen to twenty 
days. Gynecological examination was negative. 
On May 22, 1923, radium treatment was given. 
This was followed by rather abundant hemorrhage 
which lasted about twelve days. A second applica- 
tion of radium, made on June 2, 1923, was followed 
by amenorrhoea for two months. Ovarian substance 
and thirty intramuscular injections of enosol were 
given. Menstruation then recurred for two days 
each month. 

In December, 1923, the patient became pregnant. 
At examination in June, 1924, a six months’ preg- 
nancy was diagnosed. During the same month the 
patient had a profuse hemorrhage and was taken 
to a maternity hospital. The fetus was found to be 
dead and the uterus in a state of contraction. An 
attempt was made to dilate the uterus with a bag, 
but as dilatation was slow, a vaginal cesarean sec- 
tion was performed. When the isthmus of the 
cervical portion of the uterus was sectioned, a true 
sclerosis was found. As the section did not give 
enough dilatation, the fetus was finally extracted 
manually by morcellation. 

The author attributes the death of the fetus in 
this case to syphilis in the mother which had re- 


ceived only insufficient treatment. The sclerosis of 
the cervix he attributes to the radium irradiation. 
The third case was that a woman 32 years of 
age who had had three normal children and when first 
seen by the author gave a history of headaches, 
general malaise and painless metrorrhagia lasting 
ten days. Vaginal examination was negative. A 
diagnosis of syphilis was made and gray oil and 
thyro-iodine were prescribed. In 1918, thyro- 
iodine and lipiodol were administered. In June, 
1918, anti-syphilis treatment was given. In 1920, 
as the hemorrhages continued, two applications of 
radium were given. Menstruation then became 
regular and of the five-day type. The patient be- 
came pregnant in January, 1921, and was delivered 
at term of a normal child. After delivery she 
abandoned the anti-syphilis treatment. In August 
she was jaundiced and had a fever of 41 degrees C. 
with chills. In September, 1924, she became preg- 
nant again. In March she was delivered of a dead 
fetus. SALVATORE pI Patma, M.D. 


Corwin, J., Herrick, W. W., Valentine, M., and 
Wilson, J. M.: Pregnancy and Heart Disease. 
Am. J. Obst. & Gynec., 1927, xiii, 617. 


The difficulties in the diagnosis of cardiac lesions 
are increased by pregnancy. In the cases of preg- 
nant women the physician must be especially alert 
to differentiate the real from the spurious. The 
signs of mitral stenosis are particularly variable 
and are most often missed or misinterpreted. They 
are frequently present at one examination but 
absent at another. 

While mitral stenosis is theoretically the most 
serious heart lesion complicating pregnancy, expe- 
rience shows that in reality aortic insufficiency is 
attended by the greatest risk. Syphilitic aortitis 
or myocarditis does not seem to make the imme- 
diate maternal prognosis unfavorable; women with 
these conditions go through labor well. 

In a case of poor compensation no attempt should 
be made to induce labor. Medical measures should 
always be tried. Cardiac decompensation plus forc- 
ible delivery usually means death. 

The second stage of labor must be made as short 
and easy as possible. As a rule, delivery is effected 
satisfactorily by the induction of ether anesthesia, 
which the patient with cardiac condition tolerates 
well, and the application of low forceps. When 
difficulties are presented, caesarean section under 
general or spinal anesthesia may be advisable. 

The mortality in 103 cases followed in the cardiac 
clinic was 5.8 per cent, and in ninety-three others, 
6.4 per cent. 

Hypertension, albuminuria, oedema, and other 
so-called toxic symptoms were noted in 19.4 per 
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cent of the cardiac cases, while their incidence in 
pregnant women without cardiac conditions was 6 
per cent. Of 109 patients followed up from two 
months to three years after delivery, seven were 
dead at the end of three months, and seventy-two 
(66 per cent) were found free from cardiac symp- 
toms when seen at the follow-up clinic. 
E. L. Cornett, M.D. 


Nickel, A. C., and Mussey, R. D.: The Relation of 
Focal Infection to Abortion. Med. J. & Rec., 
1927, CXxv, 467. 

Abortion has been produced experimentally in 
guinea pigs by the intravenous injection of freshly 
isolated strains of green-producing streptococci 
obtained from foci of infection in patients who had 
aborted. When grown on artificial medium for a 
week these strains lost their specificity. Control 
strains of green-producing streptococci which were 
morphologically indistinguishable from the strains 
producing abortion and obtained from patients who 
had never aborted but who suffered from arthritis, 
did not produce abortion in guinea pigs when in- 
jected in like manner and in equivalent doses. 

The authors report three illustrative cases in 
which oral foci of infection were considered of 
etiological significance. 


Beare, F. H., and Cleland, J. B.: Gas Infection of 
the Uterus with Jaundice Following Abortion. 
Med. J. Australia, 1927, i, 719. 


The authors report a typical case of bacillus 
welchii infection originating in the uterus following 
a presumably induced abortion. The patient was a 
woman 42 years of age. On October 6, 1926, when 
she first applied for treatment, she stated that her 
last menses had begun fourteen days previously and 
were scanty.. The uterus was found enlarged, the 
os patulous, and the cervix soft, but a positive diag- 
nosis of pregnancy could not be made, especially as 
the uterus was subinvoluted from the patient’s con- 
finement five years previously. The heart was 
seemingly normal. 

A sedative mixture, rest in bed, and return for 
re-examination were recommended. On October 
15 the findings were unchanged. The patient was 
then not seen again until 6:30 a.m., October 20, 
when she was obviously very ill, with an accelerated 

ulse, subnormal temperature, and sighing breath- 
ing. The abdomen was found extremely tender, but 
not rigid. The previous day she had felt ill and was 
unable to eat. During the night she experienced 
severe abdominal pain associated with vomiting 
and a profuse watery diarrhoea. 

Despite restorative measures, she grew worse. 
Magarey diagnosed the condition as probably a 
bacillus welchii infection. At 9 p.m. the radial pulse 
was imperceptible, the temperature subnormal, and 
the skin cold and clammy. Morphine alleviated 
the pain. At daybreak a gradually extending dee 
cyanosis in the intensely jaundiced skin was noticed; 
the extremities and lips were almost black. All 


nourishment was vomited. Mental alertness was 
— The patient died at 8 a.m., October 21, 
1926. 

When the peritoneum was opened less than four 
hours after death there was no definite escape of gas. 
The cavity contained considerable blood-stained 
fluid. The omentum and small intestines were dis- 
colored. The uterus, which was about 4% in. long 
and 3 in. wide, was crepitant to the touch, greatly 
discolored and mottled, and showed erosion around 
the os. No perforation was found. Placental 
remains and blood clot were adherent to the fundus. 
The adnexa were intensely congested and almost 
black from extravasated blood. The infiltration 
extended into the ligaments and adjacent pelvic 
walls. The liver presented a pasty appearance; gas 
bubbles were not recognizable. 

Cultures made from swabbings taken from the 
uterus, liver, gall bladder, spleen, and heart showed 
large Gram-positive, gas forming, anaerobic bacilli. 
In subcultures, the bacillus welchii was identified. 
Microscopic examination revealed considerable 
leucocytic infiltration of the uterine mucosa. The 
liver showed little change despite the presence of 
bacillus welchii at autopsy. 

PETER GRAFFAGNINO, M.D. 


Magarey, R., Cleland, J. B., and Sleeman, J. G.: 
Gas Infections of the Uterus with Jaundice 
Due to Bacillus Welchii Following Abortions. 
Med. J. Australia, 1927, i, 787. 


Since 1920, thirteen cases of abortion, in most of 
which there was marked jaundice, were admitted 
to the Adelaide Hospital. These cases were rapidly 
fatal. In two, the diagnosis of infection by bacillus 
welchii was made positively. 

The infection is of fecal origin and is introduced 
when criminal abortion is done. In one case the 
bacillus welchii was recovered from the blood 
stream. 

The authors advise the use of bacillus welchii 
antitoxin early and in large amounts. 

A. H. Giappen, M.D. 


Wilhelm, T.: Ileus During Pregnancy (Ueber 
Schwangerschaftsileus). Zentralbl. f. Chir., 1927, liv, 
274. 

Cases of ileus in pregnancy may be divided into 
those in which the uterus alone is responsible, those 
in which the condition is caused by adhesions of 
the uterus to other organs, and those in which it 
occurs as the result of a predisposition to it. A case 
belonging to the second group was admitted to the 
Offenburg hospital with a diagnosis of appendicitis 
in pregnancy. The patient was a 36-year-old para-v 
with a history of sudden severe pain in the right 
side followed by two bowel movements but no 
vomiting. Her last menstruation had occurred five 
months previously. Examination revealed severe 
pain on pressure and definite board-like rigidity of 
the abdominal wall on the right side, extending 
nearly up to the umbilicus. 
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At operation performed immediately, a gridiron 
incision was made. Purulent exudate and gangrene 
of the tip of the appendix were found. There was 
no perforation. The appendix was found to be 
as thick as the little finger. Appendectomy was 
done and the abdominal wall closed around a small 
drain. 

The operation was followed by suppuration in 
the abdominal wall. On the twelfth postoperative 
day a six-months fetus was expelled with separation 
of the placenta. Eleven days later, when the patient 
was feeling quite well, she suddenly had another 
attack of pain with gaseous distention of the abdo- 
men and borborygmus. A diagnosis of ileus was 
made. 

Operation revealed adhesion of the omentum to 
the right side of the uterus which was about the 
size of a fist and adherent to the abdominal wall 
and kinking of the ileum about 50 cm. above the 
ileocecal valve. The kinked portion of the ileum 
was also adherent to the uterus. Blunt dissection 
of the adhesions was done and the greatly distended 
small intestine was punctured. The bleeding area 
left on the uterus after removal of the adhesions 
was tamponed and drainage was established through 
the pouch of Douglas. 

The patient was discharged from the hospital 
five weeks after the second operation. 

The ileus was caused by traction on the adherent 
small intestine by the uterus which was undergoing 
involution down into the pelvis. 

The author believes that in cases of ileus in preg- 
nancy, abdominal cesarean section should be done 
before operation on the intestine. 

H. H. Scumipt (G). 


Lazard, E. M.: Is Magnesium Sulphate Intra- 
venously Warranted in Eclampsia? Clinical 
Results vs. Experimental Evidence. Am. J. Obst. 
& Gynec., 1927, xiii, 720. 

Chemical and pathological findings indicate 
that, in therapeutic doses, magnesium sulphate 
administered intravenously does not exert any 
deleterious action on the blood or produce any 
pathological change in the liver. In active eclampsia 
it has a beneficial effect on the blood by reducing 
the toxemia. Its dehydrating effect on the brain is 
demonstrated by the pathological report in this 
article. 

No claim has been made that magnesium sul- 
phate is in any sense a specific or that it gives a 
successful result in all cases. In many cases, espe- 
cially those of the nephritic type, the pregnancy 
must be terminated. The author believes, however, 
that careful observation and the intravenous 
administration of magnesium sulphate will reduce 
the incidence of eclampsia further and reduce the 
mortality of the condition to less than 10 per cent; 
in fact, a reduction of the mortality to less than 5 
per cent is not too much to expect. 

The effects of magnesium sulphate as determined 
by Lazard in blood-chemistry tests do not bear out 
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the findings of Standler. In one case coming to 
autopsy no fat was found in the liver. 
E. L. Cornett, M.D. 


Cleland, J. B.: Partial Rupture of the Uterus 
During Pregnancy with Fatal Intraperitoneal 
Hemorrhage. Med. J. Australia, 1927, i, 790. 


Cleland reports a case of partial rupture of the 
uterus during pregnancy in which the serous and 
outer coats were injured and a fatal haemorrhage 
from a subserous vein resulted. The case was com- 
plicated further by hydramnios and partial placenta 
previa. 

There was no indication of disease of the uterine 
wall or infection of the mucosa. Cleland attributes 
the rupture to overdistention and a sudden attack 
of vomiting. 

The diagnosis depends on recognition of the acute 
condition in the abdomen. A. H. Grappen, M.D. 


Rice, F. W.: An Analysis of the Results in 130 
Pregnancies Subsequent to Czesarean Section 
in Ninety-Six Patients. Am. J. Obst. & Gynec., 
1927, Xill, 591. 

Of ninety-six women with 130 pregnancies fol- 
lowing cwsarean section, seventy-six had ninety-two 
repeated sections, twenty were delivered vaginally 
at term in thirty pregnancies, four had two deliveries, 
one had six deliveries, two had premature deliveries 
besides repeated sections, seven had spontaneous 
miscarriages, and two had induced abortions. 

At the time of the repeated section the condition 
of the scar and the presence of adhesions were noted. 
There was only one case of rupture, that of a 
patient who had an infection following the pri- 
mary section. In three cases, small areas of thin- 
ning were noted. These were cases in which infec- 
tion was present at the time of the previous delivery. 

Of the twenty primary sections done in the cases 
of women who later were delivered vaginally 
thirty times, six were done on women who had had 
previous vaginal deliveries. In three cases the 
primary section was done because of placenta 
previa; in one case, because of malpresentation; in 
one, because of a large baby; and in one, because 
of contracted pelvis. 

In the cases of twenty-nine patients delivered 
vaginally there was one stillbirth and no maternal 
mortality. In the cases of patients who had re- 
peated sections there were three stillbirths, an 
infantile mortality of 3.4 per cent. There were 
three maternal deaths in the eighty-seven cases 
operated upon. The first death was due to peritonitis 
following rupture of the abdominal wound; the 
second, to pneumonia followed by empyema one 
month after the section; and the third, to rupture 
of the uterus and shock. 

In Rice’s opinion, the number of caesarean sec- 
tions could be greatly reduced by more frequent 
observation of women during pregnancy and more 
frequent trial labor in doubtful cases of moderately 
contracted pelvis. 
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When cesarean section becomes necessary the 
risks in future pregnancies will be greatly lessened if 
the operation is properly performed. 

When firm union is believed to have occurred in 
the uterine wall, a repeated cesarean section should 
not be performed in subsequent pregnancies unless 
there is a definite indication for it. If repeated 
section is decided upon, it should be performed 
before the end of pregnancy. 

In the discussion of this report, Frinr stated 
that the way to avoid doing a repeated cesarean 
section is to avoid doing the first one. When 
the operation is unavoidable, care must be taken 
to preserve asepsis and not to tie the uterine sutures 
so firmly as to produce necrosis of the tissues. In 
Flint’s opinion, many of the scars become infected 
from accidental puncture of the decidua by the 
sutures. Section should always be done early in 
labor before the patient becomes exhausted. No 
attempt should be made to operate rapidly. 

PoLak believes that there is a place for cwsarean 
section in certain cases of placenta pravia and 
that a large number of women subjected to the 
operation for this condition will go through subse- 
quent labors without complications if they are 
watched in the hospital. 

Davis stated that he has no fear of repeated 
cesarean sections. One of his patients had seven 
and another had six. In his opinion, it is very risky 
to attempt to deliver, await delivery, or allow the 
patient to go on in labor when she has had a pre- 
vious cesarean section. He believes it is important 
for the surgeon who is to care for the case to be in 
attendance and that, when a trial labor is allowed, 
the delivery should be terminated artificially as 
soon as full dilatation is reached. 

L. Cornett, M.D. 


LABOR AND ITS COMPLICATIONS 


McNeile, L. G., and Vruwink, J.: Rectal Analgesia 

* in Obstetrics. California & West. Med., 1927, 

XXvi, 640. 

Inhalation anesthetics do not satisfactorily re- 
duce pain in normal labor. Moreover they are 
dangerous to the mother and child if they are given 
over a long period of time and their administration 
requires an expert anesthetist and elaborate appa- 
ratus. Nitrous oxide has proved better than ether or 
chloroform. 

Morphine-scopolamine is no longer generally 
used. Morphine-magnesium sulphate, given hypo- 
dermically with the rectal instillation of an ether-oil 
combination, lessens the pain in over 75 per cent of 
the cases without danger to the mother or child. 

In the Gwathmey method a low soapsuds enema 
is given at the beginning of labor and repeated 
before the initial hypodermic injection if more 
than eight hours elapse after the first enema. 
The morphine-magnesium sulphate is given when 
the cervix is dilated about 3 or 4 cm. and uterine 
contractions occur every three to five minutes. It 


is injected preferably in the buttocks. A hypodermic 
injection of magnesium sulphate alone is given one- 
half hour later to prolong the effect of the morphine. 

If marked relief does not follow, the ether instilla- 
tion is given after twenty minutes and the patient 
is told to retain it as long as possible. If the labor 
is not too far advanced, this instillation may be 
repeated if it is expelled or if its effects wear off. 

The authors use nitrous oxide during an episi- 
otomy and as the head passes over the perineum, 
and ether for the repair of lacerations. 

Pantopon and scopolamine have no advantages 
over morphine-magnesium sulphate. 

Diallylbarbituric acid used as a substitute for 
morphine-magnesium sulphate has been found to 
relieve the pain of labor, strengthen the contrac- 
tions, decrease the interval between the contrac- 
tions, and promote relaxation of the cervix with 
absolutely no effect upon the baby. 

Macnus P. Urnes, M.D. 


Phaneuf, L. E.: Czsarean Section Followed by 
Temporary Exteriorization of the Uterus; the 
ge Operation. Surg., Gynec. & Obst., 1927, 
xliv, 788. 


Since cesarean section followed by temporary 
exteriorization of the uterus was first done by 
Portes in Paris and reported March 10, 1924, a 
number of such operations have been performed in 
France. 

The Portes operation is one of necessity, not of 
choice. It should be limited to cases in which in- 
fection is severe and abdominal delivery is indicated. 
Portes, adopting the advance in surgery represented 
by the two-stage operation in cases of poor risks, 
gave to the obstetrical patient the benefit of the 
greater safety it offered. The first stage of the 
Portes operation is rapid, resulting in but little 
shock. In the second stage, the uterus and adnexa 
are replaced in the pelvic cavity or, if sepsis is un- 
controllable, hysterectomy is performed extra- 
abdominally according to the Porro technique. 

At first the obstetrical future of these patients 
was questioned, but it has been proved that after 
this operation a woman may conceive and carry 
the pregnancy to term. Couvelaire, as early as 
February, 1925, knew of thirty-two cases in which 
the operation had been performed and the uterus 
returned to the cavity with but two deaths. In 
the cases of all of the women who recovered the 
menstrual function returned. On July 5, 10926, 
Couvelaire reported the case of a woman previously 
delivered by the Portes operation who successfully 
carried a pregnancy to term and was delivered by 
Portes by a classical cwsarean section. 

In reviewing the reported cases it was found that 
in every instance in which the uterus was replaced, 
the patient recovered. The uterus was left extrud- 
ing for from fifteen to eighty-six days. 

The advantages of the Portes operation are: 

1. A mortality rate which is very low, especiaily 
since these are cases of frank infection. 
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2. A simple and easily carried out technique. 

3. Minimal shock and risk. 

4. Conservation of the uterus and adnexa with 
preservation of the function of reproduction. 

5. Minimal peritoneal reaction after replacement 
of the pelvic organs in the abdominal cavity. 

6. The possibility, when sepsis is uncontrollable, 
of removing the uterus extra-abdominally at a time 
when the patient is out of shock. ; 

PETER GRAFFAGNINO, M.D. 


Oberling, C., and Jung, G.: Paraganglioma of the 
Adrenal with Arterial Hypertension; Com- 
ments on Obstetrical Shock (Paragangliome de 
la surrenale avec hypertension arterielle; a propos 
du choc obstetrical). Bull. Soc. d’obst. et de gynéc. 
de Par., 1927, xvi, 279. 


The authors report a case in which death occurred 
two hours after delivery following signs of shock. 


The blood pressure previous to term had been as 
high as 250/190 and was never lower than 190/120. 
The urine contained albumin and casts, and there 
was moderate oedema. Autopsy revealed marked 
dilatation of the heart and a large paraganglioma 
of the right adrenal. 

Striking characteristics of this tumor were the 
specialization and apparent functional capacity of 
the tumor cells. 

From a study of the literature it appears that 
large paragangliomata of the adrenal are nearly 
always associated with arterial hypertension. The 
authors believe that this is an association of cause 
and effect. In the case reported there were no 
other vascular lesions. 

The authors report this case as additional evi- 
dence that the lesions constant in essentials hy- 
pertension are not the result of the hypertension. 

Goopricu C. ScHAuFFLER, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Spencer, H. R.: Adenoma of the Suprarenal. 
Arch. Path. & Lab. Med., 1926, ii, 691. 


In the course of routine examination of the viscera 
at autopsy, solitary, more or less circumscribed, 
soft, yellowish or reddish tumor masses are occasion- 
ally found in or arising from the cortex of the 
suprarenal. 

The circumscription of these masses, together 
with their atypical and adenomatous structure, 
serves to indicate their neoplastic character and to 
place them in the group of benign glandular tumors 
or adenomata. Embryologically, the cortex of the 
gland is mesodermal in origin, arising as a series of 
buds from the coelomic epithelium covering the 
medial upper surface of the cephalic third of the 
wolffian body. 

Kelynach found three cases of suprarenal ade- 
noma in 1,500 autopsies, and Spencer reports three 
cases found in 1,190 autopsies at the University of 
Maryland Hospital. 

In a number of cases of cortical suprarenal 
tumors, precocity in sexual development or the 
acquisition of opposite secondary sex characteristics 
has been reported. Witt J. Carson, M.D. 


Smith, R. M.: Bilateral Melanotic Growth of the 
Suprarenal Gland. Med. J. Australia, 1927, i, 683. 


A man of 64 years entered the hospital with a 
history of severe abdominal pain in the region of 
the umbilicus, persistent vomiting, and a loss of 24 
Ibs. in weight in the period of a month. A definite 
diagnosis was never made. After a month’s obser- 
vation the patient died. 

When the abdomen was opened at autopsy a 
large quantity of very purulent and malodorous 
fluid was found. The wall of the upper half of the 
small intestine was studded with numerous black 
masses varying in size from 0.6 to 3.75 cm. The 
mesenteric glands were enlarged and showed a 
bluish-black discoloration. Through one of the large 
infiltrated areas in the bowel wall a small perfora- 
tion had occurred, but the rest of these areas were 
quite firm. There were two intussusceptions in the 
small bowel. The stomach, duodenum, ileum, and 
large intestine appeared normal. The liver was not 
enlarged, but was slightly tougher than usual. 
When it was sectioned, no secondary deposits could 
be found. The spleen was enlarged and bluish-black. 
On each side in the suprarenal region, attached to 
the kidney but quite separate from it, was a bluish- 
black soft tumor 4 in. in diameter. This was readily 
shelled out. On section it was found to be full of 
black disintegrated material. No secondary deposits 
were found. The capsules peeled off readily. 
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The lungs were quite crepitant and the heart was 
normal; neither showed any metastases. The me- 
diastinal glands, brain, and skull were also appar- 
ently normal. The eye chambers were not opened 
as there had been no eye symptoms. 

Duhig, who reported on the sections, concluded 
that the growth in the kidney region was a melano- 
sarcoma probably originating in the adrenal. He 
stated that the lymph glands from the mesentery 
contained abundant secondary deposits. The lym- 
phoid tissue of the bowel and spleen exhibited a 
remarkable change; there were few sarcoma cells, 
but the original invaders had disintegrated, leaving 
huge deposits of melanin in the invaded organs. 

This case is of particular interest because of: (1) 
the rarity of melanotic malignant growths, particu- 
larly in the adrenal; (2) the bilateral occurrence of 
the tumor; (3) the peculiar distribution of the sec- 
ondary growths in the upper half of the small intes- 
tine and in the mesenteric glands corresponding to 
that part; (4) the absence of metastases in other 
organs, particularly the kidneys, liver, lungs, and 
brain; (5) the enlargement and microscopic altera- 
tion of the spleen, and (6) the perforation through 
one of the masses in the intestine which caused 
peritonitis and thereby hastened death. 

Maurice Me izer, M.D. 


Braasch, W. F., and Cathcart,.E. P.: Clinical Data 
and Prognosis in Cases of Chronic Pyelone- 
phritis. J. Am. M. Ass., 1927, \xxxviii, 1630. 


As yet no specific cure has been discovered for 
chronic pyelonephritis. A brief clinical review was 
made of 2,040 patients observed at the Mayo Clinic 
in the period from January 1, 1910, to January 1, 


‘1926. Two hundred and fifty-one of the group who 


had been treated for from ten to fifteen years were 
studied. 

Attention is called to the difficulties occasionally 
observed in differentiating the cystitis resulting 
from chronic pyelonephritis and that accompanying 
renal tuberculosis. A stone-forming tendency, which 
is apparently secondary to chronic renal infection, is 
sometimes observed. Such a condition was noted in 
twenty-eight cases. The question occasionally arises 
whether it is advisable to attempt surgical removal 
of the small stones when they cause little trouble and 
whether their removal will materially influence the 
course of the chronic pyelonephritis. 

The deformity of the outline of the pelvis and 
ureter in chronic pyelonephritis is usually typical, 
being characterized by marked dilatation of the 
ureter with slight, if any, dilatation of the pelvis. 
and usually no dilatation in the calyces. The typical 
ureter is dilated irregularly throughout and_presents 
the appearance of multiple areas of constriction. In 
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most instances, however, the irregular dilatation is to 
be regarded as the result of chronic inflammation 
and cicatrization of the ureteral wall rather than of 
obstruction alone. The greatest dilatation is usually 
observed in the upper third of the ureter. It fre- 
quently stops abruptly at the ureteropelvic juncture, 
leaving the pelvis and calyces intact. It might be 
inferred that there is some anatomical factor in the 
nerve supply or musculature at the ureteropelvic 
juncture which limits the dilatation entirely to the 
ureter. 

With the ureteropelvic juncture dilated to the 
extent of the ureter below, the pelvis may be but 
slightly dilated and the calyces normal. The pelvis 
and calyces are seldom dilated as in intermittent 
hydronephrosis. Frequently the calyces show cica- 
tricial changes with resulting reduction in their size 
and irregularity of their outline. Occasionally there 
is evidence of necrosis in the outline of the calyces 
which may be confused with renal tuberculosis. 
Although dilatation in the ureter is largely the result 
of inflammatory changes in the walls of the ureter 
and pelvis, ureterectasis extending uniformly up- 
ward from the ureterovesical juncture may result 
from an area of constriction. Even though the 
catheter meets no obstruction, it is conceivable that 
the mucosa may have been so cedematous at this 
point as temporarily to occlude the lumen of the 
ureter and induce ureterectasis. If the cicatricial 
tissue is so dense that dilatation is difficult, the 
advisability of cutting the intramural portion of the 
ureter might be considered. 

Gross hematuria accompanying chronic pyelo- 
nephritis usually originates in the areas of eroded, 
cicatricial mucosa or in granulomata in the renal 
pelvis or ureter. As a rule the bleeding is moderate, 
but it may become serious. Although it can be con- 
trolled by lavage of the pelvis with solutions of 
silver nitrate, nephrectomy may be necessary in rare 
instances. 

The renal function usually remains normal even 


after many years of infection. If there is a reduction 


in function, it occurs either after the infection has 
existed for many years or as a sequel to some acute 
complication. Because of the dilatation of the 
ureter, the excretion of the dye may be delayed and 
give an erroneous impression of function. A more 
accurate estimate of function can usually be made 
by retention tests, and in the routine examination of 


chronic pyelonephritis the estimation of the blood © 


urea is relied upon largely. The clinical symptoms 
caused by renal insufficiency with chronic pyelo- 
nephritis are those that usually accompany inter- 
stitial nephritis. An increase in the blood pressure, 
retinal changes, or reduction in the urinary output, 
such as occur with glomerular nephritis are usually 
not observed except as terminal complications. 
When there is renal insufficiency the patient’s condi- 
tion may remain stationary for many years under a 
proper regimen such as rest, external applications of 
heat, thorough elimination, regulation of habits of 
living, and restriction of protein. 


It is generally recognized that there must be a 
primary focus of infection in most cases of chronic 
pyelonephritis, and in every case roentgenograms of 
the teeth should be made, the tonsils should be in- 
vestigated, the secretion from the prostate and cervix 
examined, and intestinal stasis excluded. 

For the treatment of chronic pyelonephritis vari- 
ous procedures have been advocated, but not one 
has proved specifically successful. Among these pro- 
cedures are the removal of foci of infection, lavage 
of the renal pelvis and bladder, dilatation of the 
ureter, internal antiseptic medication, intravenous 
medication, and the use of vaccines. All of these 
measures have proved palliative rather than cura- 
tive. 

Lavage of the renal pelvis and bladder with anti- 
septic solutions is justified as it undoubtedly results 
in temporary improvement. 

When cicatricial changes in the ureter interfere 
with renal drainage, dilatation of the ureter by means 
of bulbous sounds is indicated. During the last few 
years the authors have been dilating the ureter as 
part of the routine treatment of chronic pyelo- 
nephritis, but so far as they are able to ascertain 
there has been no greater degree of immediate im- 
provement in this group than in the others. The 
question may well be raised whether actual stricture 
of the ureter can be permanently relieved by this 
method. 

Although it is possible that internal urinary anti- 
septics may exert some influence on acute and sub- 
acute pyelonephritis, the authors state that it is 
difficult to see how any drug can reach the infected 
interstitial tissues in chronic pyelonephritis. Among 
the various forms of internal medication that have 
been used in recent years in the treatment of infec- 
tions of the urinary tract are methenamine, acri- 
flavine, and hexylresorcinol. Methenamine has 
proved to be of great value in the treatment of 
chronic pyelonephritis. Hexylresorcinol has recently 
been recommended by optimistic observers as effica- 
cious in overcoming chronic pyelonephritis. This 
drug was given in a series of forty cases of chronic 
pyelonephritis. While the symptoms decreased and 
the amount of pus in the urine was reduced in several 
cases, in no case was the urine found negative either 
microscopically or by culture. 

Of the drugs recommended for intravenous use to 
overcome urinary infection, mercurochrome-220 
soluble, acriflavine, arsphenamine, and methena- 
mine have been employed most widely. These are 
of undoubted value in the treatment of acute and 
subacute pyelonephritis, but have not been effective 
in eradicating chronic. infections. 

From several years’ use of vaccines the authors 
have gained the impression that vaccines have little 
or no effect. They have therefore largely discarded 
them. However, while the proportion of cures fol- 
lowing their use is no greater than the average, a 
number of patients reported that their symptoms 
disappeared within a short time following the vac- 
cine treatment. In most cases, the vaccines were 
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autogenous and in the others they were prepared 
from stock colon bacilli. 

Probably one-third of these patients will recover, 
another third will be markedly benefited, and the 
remaining third will not be helped by the treatment. 
This conclusion has been largely borne out by a sur- 
vey of the cases reviewed. 

Although it might be inferred that the disease is 
probably self-limiting in many cases, nevertheless 
the various forms of treatment have undoubtedly 
succeeded in increasing the percentage of patients 
cured and improved. In reviewing the types of 
treatment employed, it is difficult to draw any exact 
conclusions since in most cases various methods of 
treatment were combined. The percentage of cures 
following several methods of treatment was ap- 
parently about the same. It is evident, however, 
that patients in whom foci of infection were removed 
fared better as a group than those in which this was 
not done. 

When the infection has permeated the entire renal 
substance and the cicatricial changes in the ureteral 
and pelvic walls are advanced, it is apparent that the 
difficulties of recovery are greatly increased. It 
seems logical to assume that urinary infection would 
be best eradicated if, in the early stages, all foci of 
infection were removed, if the infection and the result- 
ing cicatricial changes in the ureter and pelvis were 
treated by means of lavage and possibly by dilata- 
tion, and if fluids and urinary antiseptics were used, 
even though no internal medication is as yet known 
which offers permanent recovery from chronic renal 
infection. The treatment must be persistent in 
order to eliminate the infection as completely as 
possible. 


Wollstein, M.: Renal Neoplasm in Young Chil- 
dren. Arch. Path. & Lab. Med., 1927, iii, 1. 


Wollstein reports eighteen primary renal neo- 
plasms in children between the ages of 334 months 
and 6 years. In thirteen cases the tumor was an 
adenosarcoma; in three, a leiomyo-adenosarcoma; 
in one, a rhabdomyo-adenosarcoma; and in one, 
a spindle-cell sarcoma. 

Embryonal renal neoplasms occurring in young 
children are a heterogenous group. They are closely 
related, but not identical histologically or ‘histo- 
genetically. 

In all of the cases reported the kidney was 
sharply limited from the neoplasm by a capsule of 
compressed renal tissue. While the growth may 
invade the kidney substance, the tully developed 
kidney elements take no part in the new growth, 
which is entirely embryonal in type. 

The more solid tumors are more easily removed 
than the others because they remain within their 
unbroken capsule. 

Four of the patients who survived operation 
ten months or longer had the firm type of tumor. 
One patient survived to adult life and one is well 
six years after the operation. 

J. Carson, M.D. 


Nicholson, D.: Fever with Renal Carcinoma. Arch. 
Path. & Lab. Med., 1927, iii, 393. 

Nicholson reports a case of almost continuous 
fever (100 to 104 degrees F.) with intermittent 
abdominal pain and general weakness in a woman 
aged 38 years which remained undiagnosed for 
eleven months in spite of careful examination. 
Roentgen-ray examination then showed a widening 
of the Jung hilum. Seven months later (eighteen 
months after the onset of the illness), annular 
opaque areas appeared in the lung and a diagnosis 
of lung tumor, probably Hodgkin’s disease, was 
made. Fever had then been present almost con- 
tinuously for twelve months. 

Autopsy showed a renal carcinoma of the lower 
pole of the right kidney with metastases in the left 
suprarenal, and spleen, liver, and lungs. 

On. microscopic examination some parts of the 
tumor were found to be made up of small cells 
which tended to form alveoli, whereas other parts 
were made up of large clear cells which formed 
papille or irregular elongated acini, some of which 
showed hyaline degeneration. 

J. Carson, M.D. 


Jeanbrau, E.: Cystic Dilatation of the Ureter 
Strangulated in the Meatus Following Labor; 
Resection of the Prolapsed Tissue; Cure (Dila- 
tation kystique de l’urétére étrangl‘e au meat 
urinaire chez une accouchée; résection de la poche 
prolabée; guérison). J. d’urol. méd. et chir., 1927, 
Xxili, 255. 

A woman 32 years of age consulted Jeanbrau in 
1925 because of pain at the end of urination which 
radiated from the region over the bladder to the 
region of the right kidney. There was no history of 
nocturia. 

Examination revealed pyuria. The kidneys were 
not palpable or tender. The bladder capacity was 
200 c.cm. Tenderness was found over the pyelo- 
ureteral point of Bazy on the right side. Cultures of 
the urine yielded colon bacilli. Cystoscopic exam- 
ination revealed a spherical bulging the size of a 
cherry at the point where the right ureter should 
have been. This was believed to be a cystic dilata- 
tion of the ureter. The opening could not be seen. 

The patient was given urinary antiseptics and 
was not seen again by Jeanbrau until August 1, 
1926, when he was called because of a tumor which 
was prolapsed from the urinary meatus and was 
increasing in size from hour to hour. 

During the interval between the two consulta- 
tions the patient had become pregnant, but despite 
the pyuria she had gotten along very well. In June, 
she began to have some dysuria. By June 20, this 
had become quite severe, but was thought to be 
due to the engagement of the fetal head. At one 
time catheterization was necessary. Labor, which 
began July 19 and was completed July 21, was 
associated with considerable difficulty due to 
marked oedema of the vulva and vagina and pro- 
lapse of the bladder through the urethra. 
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From July 21 to 28 the puerperium was fairly 
normal. Fever and urinary retention then de- 
veloned and the patient’s family physician noted a 
small mass at the meatus. When this mass was 
pushed back with a sound, a large quantity of urine 
was expelled. Two days later the mass re-appeared. 
It was then the size of a nut and was not completely 
reduceable. During the next twenty-four hours it 
grew to the size of a pear. It was at this time that 
the author was summoned. : 

Examination revealed a mass the size of a turkey 
egg protruding from the urethral orifice. It was of 
a black and purple color and seemed to be filled 
with fluid. On vaginal examination a cord running 
downward and backward from the tumor was felt. 
This was thought to be the ureter. The right kidney 
and ureter were tender. A diagnosis of prolapsed 
and strangulated ureterocele was made. 2 

Because of the intense pain, the decision was 
made to resect the mass at the patient’s home 
rather than to take the patient to a hospital where 
an intravesical resection of the ureterocele could be 
done. Under spinal anesthesia and after careful 
cleansing of the external genitalia, the mass was 
punctured with a needle. A quantity of bloody 
urine was evacuated. The sac, which was seen to 
be gangrenous, was then cut off at the urinary 
orifice and the stump replaced in the bladder. 
There was no hemorrhage. Vesical lavage was 
done with silver nitrate and a retention catheter was 
introduced. 

After the operation there was a moderate haema- 
turia for from ten days to two weeks, and a pyelitis 
developed on the left side. The latter cleared up 
under treatment with the usual urinary antiseptics. 
Four weeks after the operation the patient was able 
to walk about. 

A cystoscopic examination in October, 1926, 
showed the right ureter projecting into the bladder 
as a small stump resembling in appearance a 
miniature uterine cervix. This corresponded to the 
pedicle of the prolapsed ureterocele. The patient 
would not permit the author to make a pyelogram. 

Jeanbrau states that when a cystic dilatation is 
recognized at the time of cystoscopy, it should be 
treated at once through the operating cystoscope. 
The condition is due to a congenital narrowness of 
the ureteral orifice. In a case of strangulated pro- 
lapse the best procedure is resection through a 
suprapubic incision with careful suture of the vesical 
and ureteral mucosa. Despite the good result 
obtained in the case here reported, Jeanbrau does 
not recommend the procedure used. 

Micwaet L. Mason, M.D. 


BLADDER, URETHRA, AND PENIS 


Richer: Surgery of the Vesical Muscle (Chirurgie 
muscle vésical). J. d’urol. méd. et chir., 1927, 
xxiii, 21Q. 

This article is a review of the surgical procedures 
applicable to the musculature of the urinary bladder. 


The author first discusses the morphology of the 
bladder muscles and calls attention to the fact that 
the old conception of a rather intimate relationship 
of the three coats of the bladder, the trigone, and 
the sphincters has been superseded by the view 
that the trigone is independent of the corpus not 
only morphologically but also embryologically. 

The sphincter of the bladder seems to be made 
up of two arcs of fibers, one coming from the body 
of the bladder and the other from the trigone. The 
trigone is a definite entity in continuity with the 
longitudinal fibers of the ureters and superimposed 
upon the muscular coat of the bladder. 

The innervation of the trigone and the corpus is 

not the same. It seems probable that the opening 
of the urethral orifice during micturition is not 
inhibitory but active, depending on contraction of 
the trigone muscles. 
_ Incontinence is more common in females than in 
miles, resulting frequently from obstetrical trauma. 
It has been treated by a number of different opera- 
tive procedures. Urethroplasties of various types 
have been employed. The injection of paraffin into 
the tissues under the urethra may give a good result, 
but as the effect is only temporary this procedure is 
not to be recommended. Anatomical suture of the 
torn sphincter is almost impossible. Plication of 
the urethra longitudinally or transversely is some- 
times successful. Gersuny has tried twisting the 
urethra, and Albarran has combined torsion, plica- 
tion, and elevation of the urethra. 

Musculoplasties have been devised to replace the 
torn sphincter by the use of the pyramidalis, rectus 
abdominis, levator ani, gluteus maximus, and other 
muscles. One of the most satisfactory procedures 
of this type is the classical Goebell-Stoekel operation 
in which the pyramidalis muscles or, if these are not 
present, two strips of the recti are brought down and 
sutured under the urethra. Frangenheim’s opera- 
tion, in which only a single muscle strip is brought 
down and sutured to the pubic ramus under the 
urethra, is also employed. 

The Goebell-Stoekel operation has been done in 
numerous cases. The author has collected the 
reports of forty-seven, in 85 per cent of which. it 
resulted in acure. In six of these cases it failed, and 
in one was followed by death. The indications were 
injury to the sphincter following a difficult labor 
(most cases), injury to the urethra during the extrac- 
tion of a stone, the removal of a cystic tumor from 
the anterior wall of the vagina, epispadias, spina 
bifida, and Little’s disease. The technique of the 
operation is described in detail and the forty-seven 
cases are reviewed. 

The use of the levator ani, gluteus maximus, and 
other muscles has also given good results. Some 
surgeons have employed fascia lata and the round 
ligament, but these have not proved as satisfactory 
as muscle. 

Supporting the neck of the bladder by turning 
the uterus under it as in the Schauta-Wertheim 
operation, is a very valuable procedure. Wertheim 
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used it in seven cases of urinary incontinence. 
Stoekel employed it with success in a case in which 
his own operation failed. Suturing of the cervix of 
the uterus between the two leaves of the levatores 
ani and suspension of the uterus are other pos- 
sibilities. 

Operations for retention of urine not due to 
mechanical obstruction are of two types, those in 
which muscles are dilated or sectioned, and those 
in which the bladder is either plicated or the recti 
are sutured toit. Forceful dilatation of the sphincter 
is sometimes of value. Sphincterotomy of the 
posterior lip of the neck of the bladder may be 
performed through a median cystotomy wound or 
through the urethra. The urethra may be opened 
up through a transverse perineal incision and sec- 
tioned. The method most favored at the present 
time is the use of the urethral cystoscope and a 
diathermy sound. 

Trigonotomy may occasionally be indicated for 
floating trigone or large interureteral bar. Plication 
of the bladder wall to lessen the capacity of the 
bladder is to be credited to Rochet who has done it 
three times with satisfactory results. The approach 
may be made retroperitoneally by the hypogastric 
route or through the perineum. The former route is 
the more often possible. A fold is made in the wall 
of the bladder. 

Suture of the recti into the bladder is another 
procedure to be credited to Rochet. Rochet has 
done it three times. Through a Pfannenstiel in- 
cision, two strips are loosened from the recti mus- 
cles, the pubic attachments of the strips severed, 
and the strips brought down the sides of the bladder 
to the neck, as low as possible and somewhat pos- 
terior, and sutured. When this is done the bladder 
is suspended in a living muscular hammock. The 
fundus is not sutured to the muscles. 

Very few operations have been performed on the 
nerves to the bladder, and no influence on the 
motor mechanism has been noted following such 
surgery. Micuaet L. Mason, M.D. 


GENITAL ORGANS 


Thomson-Walker, Sir J.: Failures of Prostatec- 
tomy. Lancet, 1927, ccxii, 1009. ; 

Now that the immediate mortality following 
prostatectomy has been so reduced by standardiza- 
tion of the operative technique and proper pre- 
operative and postoperative care, the author believes 
the surgeon’s next effort should be directed toward 
prevention of the distressing sequela which often 
make the patient as uncomfortable as before the 
operation. Among these conditions are the various 
complicating infections of cystitis, vesiculitis, 
epididymitis, persistent urinary fistula, and urinary 
obstruction due to failure to remove the original 
cause of obstruction at the time of operation or to 
the recurrence of the obstruction. 

In the author’s opinion the chief causes of these 
failures are sepsis and obstruction. Patients who 


come to the surgeon with marked infection of the 
urinary tract must have this sepsis cleared up 
before operation. Badly infected bladders should 
be washed out through a suprapubic tube and a 
urethral catheter. For the avoidance of sepsis after 
operation, it is necessary to remove all tags, shreds, 
and partly detached nodules of prostate gland, 
capsule, urethra, and mucosa which might form 
sloughs and centers of sepsis. It is important to 
provide adequate drainage for the prostatic cavity; 
this is best done by means of a urethral catheter. 
Daily irrigations through the urethral catheter and 
up through the suprapubic tube are necessary to 
prevent infection. The author does not practice 
routine vasectomy to prevent epididymitis as he 
believes it unnecessary if careful attention is paid 
to the avoidance of sepsis. 

Obstructions following prostatectomy are of two 
main types: (1) fibrous contractures or valvular 
folds at the internal meatus or in the prostatic bed, 
and (2) new growths in the wall of the prostatic bed, 
either a recurrence of simple enlargement of the 
prostate or a malignant growth. In cases of the first 
type the obstruction may vary from slight difficulty 
in urination to complete retention, and may be due 
to a variety of folds and flaps of mucous membrane 
or nodules of prostatic tissue either overhanging 
the internal meatus or situated in its immediate 
neighborhood. In some cases the author found the 
internal meatus practically obliterated by a hard 
ring of fibrous contraction. In mild cases of such 
contractures the treatment consists of dilatation or 
the punch operation. In more severe cases, the 
suprapubic scar must be dissected out, the bladder 
mobilized and freely opened, and the obstruction 
widely removed. Henry L. SAnrorp, M.D. 


MISCELLANEOUS 


Marselos, V.: A New Method for Testing the Cure 
of Gonorrhoea (Nouveau traitement d’épreuve 
de la blennorrhagie). J. d’urol. méd. et chir., 1927, 
xxill, 237. 

As a test for the cure of gonorrhoea the author 
proposes the combined use of diathermy locally and 
the intradermal injection of the patient’s own 
blood. His technique is as follows: 

1. In the morning, an injection of 1 c.cm. of 
blood is made at two points on the dorsum of the 
forearm at some distance from each other. 

2. From ten to twelve hours after the injection, 
from twenty-five to thirty minutes of diathermy 
treatment is given at as high a temperature as can 
be tolerated. 

3. Coitus and indulgence in wine or beer. 

4. The next day, diathermy. 

5. On the third day, the injection and diathermy 
treatment are repeated. 

6. On the fourth day, a further diathermy treat- 
ment is given. 

7. On the fifth day, the injection and diathermy 
are repeated. 


t 
1 
Vv 
y 
1 
S 
t 
f 
1 
s 
r 
n 
rt 
d 
i- 
it 
n 
it 
id 
re 
C- 
m 
1€ 
id 
id 
ry 
1g 
m 
m 


380 INTERNATIONAL ABSTRACT OF SURGERY 


8. On the morning of the sixth day, before uri- 
nation, the prostate, seminal vesicles, and Cowper’s 
glands are massaged. 

9. The urine and urethral strippings are studied 
by culture of the sediment and sperm and by 
stains. 

Marselos distinguishes the following three types 
of reaction as indicated by the cellular content and 
the presence or absence of gonococci in the dis- 
charge before and after the test: 


Polymor- 
phonu- Lympho- Squamous 
Gonococci clears cytes cells 
Type 1: 
Before test ° Rare Few Present 
After test ° Rare Few Present 
Type 2: 
Before test ° Rare Few Present 
After test Few Good Some _ Present 
number 
Test 3: 
Before test Few’ Rare Few Present 
After test Many Many Good Present 
number 


Very little general reaction was noted. One pa- 
tient was slightly indisposed. Three patients be- 
came pale and dizzy after the injection. Two be- 
came pale, complained of nausea, and_perspired 
freely. A slight increase in the number of leucocytes 
was noted after the injection. 

The method was checked against numerous com- 
monly used tests: simple examination of the dis- 


charge, Motz’ method, prostatic massage, sperm 
culture, Clarkson’s method, Mueller’s method, and 
Roucayrol’s method. Of these methods, none but 
that of Roucayrol gave as high a percentage of 
positive results. Micuact L. Mason, M.D. 


Nisio, G.: Intermittent Hzmaturia of Tonsillar 
Origin (Ematurie intermittenti di origine tonsillare). 
Arch. ital. di urol., 1927, iii, 241. 

Nisio reports the case of a woman of 26 years 
who gave a history of frequent attacks of tonsillitis 
in childhood. During her first pregnancy, albumin 
was found in the urine and increased progressively 
until the end of the pregnancy. Delivery was normal, 
however, and after delivery the albumin gradually 
disappeared. Since then the patient has had several 
attacks of nephritis associated with attacks of 
tonsillitis. 

The author concludes that there are forms of 
nephritis which follow pharyngeal infections such as 
angina and tonsillitis, and occur sometimes even 
when the pharyngeal inflammation is not noticed. 
The hemorrhage is out of proportion to the other 
signs of the kidney lesion, such as albumin and 
casts in the urine. There is a tendency for an 
attack of nephritis to occur with each exacerbation 
of the pharyngeal infection. As the hematuria is 
the chief sign of the nephritis, the condition may be 
mistaken for tuberculosis of the kidney. That the 
nephritis is caused by the throat affection is shown 
by recovery after removal of the tonsils. 

Aubrey G, Morean, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Brockman, F. P.: Some Observations on the Bone 
Changes in Renal Rickets. Brit. J. Surg., 1927, 
xiv, 634. 

In renal rickets the changes occur principally in 
the region of the growth disk. The epiphysis is not 
markedly changed from the normal. The diaphysis 
is slightly widened, but not to the extent seen in 
rickets. The diaphysis in connection with the growth 
disk is not cupped in the same way as in rickets, 
but there is an irregular area of bone formation. 
The non-ossified area between the epiphysis and 
diaphysis shows a marked increase in depth. There 
is no evident osteoporosis. The shafts of the long 
bones are not affected as in rickets, there being no 
increase of the normal curves with supporting struts 
of periosteal bone. 

In examination of the kidneys in one of the cases 
reviewed, congenital cystic disease was found. His- 
tological examination revealed chronic interstitial 
nephritis. Examination of the affected bones showed 
loosened displaced epiphyses. The bones were very 
soft, being easily split with a scalpel. The periosteum 
was not thickened. The cortex was thin, and be- 
tween the epiphysis and diaphysis there was an area 
of hemorrhage. The fat content of the medulla was 
greatly increased. 

In renal rickets the shafts of the bones are straight, 
and deformities are due, not to an increase of the 
normal curves such as occurs in rickets, but to sep- 
aration and displacement of the epiphyses by muscle 
pull, which is seen most commonly at the lower ends 
of the femur, tibia, radius, and ulna. 

Primarily because of the danger of uremia, but 
also because of the tendency of the deformities to 
recur, it is not advisable to correct these deformities 
by osteotomy. 

The absorbed bone becomes replaced by fibrous 
tissue. Dante H. Levinruat, M.D. 


Bromer, R. S.: Infectious Osteomyelitis: Differen- 
tial Diagnosis. Am. J. Roentgenol., 1927, xvii, 528. 


In pyogenic osteomyelitis with the usual patho- 
logical manifesiations a diagnosis can usually be 
made from the roentgenogram. 

When the condition enters the destructive stage 
followed by the proliferative stage, and especially 
when it is accompanied by large and well-defined 
sequestra, it probably will not be confused with 
syphilis or tuberculosis. Syphilis is usually forma- 
tive and tuberculosis largely destructive and asso- 
ciated with bone atrophy. The chronic stage of 
osteomyelitis, when the picture is that of a forma- 
tive process and there is no evidence of sequestration 


or involucrum formation, is likely to be confused 
with syphilis and the differentiation depends largely 
upon the history and the laboratory findings. Tu- 
berculosis of the shaft, although rare, will probably 
be differentiated only by other means than the 
roentgen ray alone. 

Ewing’s tumor or endothelioma of bone is most 
likely to be confused with osteomyelitis as the usual 
criteria of malignancy are not to be seen (Codman). 
Dependence must be placed chiefly upon the his- 
tory. The early stage of periosteal sarcoma cannot 
always be differentiated because occasionally py- 
rexia, pain, and swelling may simulate the signs and 
symptoms of acute osteomyelitis. 

The occurrence of perpendicular striations is not 
a pathognomonic sign of malignancy as such stria- 
tions have been noted also in acute osteomyelitis 
and syphilis. 

Of the dystrophies, infantile scurvy will cause no 
difficulty if its early signs are sought for in the 
roentgenogram. Bone cysts will be differentiated 
with a fair degree of accuracy if the signs of pyogenic 
inflammatory change are recognized. In cases of 
osteomyelitis with a hemorrhagic content in the 
rarified area (abscess) of bone, with no definite 
sequestrum, due to attentuated bacterial infection, 
the diagnosis will sometimes be impossible and can 
be made only after operation by other means than 
the roentgen ray. 

Generalized fibrocystic osteitis should not be so 
difficult to differentiate from osteomyelitis, but is 
more difficult to differentiate from syphilis. 

Cuarces H. Heacockx, M.D. 


Bird, C. E.: Sarcoma Complicating Paget’s Disease 
of the Bone: Report of Nine Cases; Five with 
Pathological Verification. Arch. Surg., 1927, 
xiv, 1187. 


Paget expressed the opinion that there is an inti- 
mate relationship between the disease which has 
come to bear his name and the formation of malig- 
nant tumors. From the files of the Peter Bent 
Brigham Hospital, the Boston City Hospital, the 
Massachusetts General Hospital, and the Hunting- 
ton Memorial Hospital, Boston, the author has col- 
lected five cases of Paget’s disease in which, as veri- 
fied by pathological examination, a sarcoma arose in 
bone involved by osteitis deformans. In all, Bird 
reports nine Cases. 

The incidence of sarcoma in Paget’s disease is 
about 1 in 10. 

The malignant tumors in the cases reported were 
all fibrosarcomata with varying amounts of bone 
production and foreign-body or tumor giant-cell 
reaction. Eight of the patients were males. The 
sarcoma arose in bone which was markedly affected 
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by Paget’s disease. Of the nine patients, eight are 
known to be dead and one cannot be traced. 
Rosert C. Lonercan, M.D. 


Bloodgood, J. C.: Central Sarcoma of Bone. Is 
There a Central Fibroma or Fibrosarcoma, and 
How Can It Be Differentiated from Osteitis 
Fibrosa? J. Bone & Joint Surg., 1927, ix, 217. 


Bloodgood states that when, in a pathological 
bone condition, the roentgenogram shows a definite 
bone shell, the bone destruction is all within the 
shell, there is no evidence in the roentgen picture or 
on palpation of any tumor formation outside the 
bone shell, and exploratory incision reveals within 
the bone shell a mass of fibrous tissue which is dif- 
ficult to distinguish from sarcoma in the gross and 
frozen section, it is quite safe to conclude that the 
condition is osteitis fibrosa. Conservative measures 
are therefore in order. If there are numerous minute 
cysts or one large cyst, and if the patient is under 
20 years of age, this is still more positive evidence 
that the lesion is benign. 

The predominant central lesions of bone are 
osteitis fibrosa and the giant-cell tumor. Next in 
decreasing order of frequency comes the metastatic 
tumor. Chondroma, myxoma, and sarcoma devel- 
oping in one or the other are not common tumors. 
The multiple myeloma without evidence of other 
bone involvement is rare. 

The author reports four cases of bone tumor. In 
the first, a diagnosis of central malignant bone cyst 
was made and an amputation was done. In 1926, 
ten years after the amputation, the patient was well 
and the majority of the pathologists who studied the 
specimen agreed that the lesion was osteitis fibrosa. 

The second case was one of malignant osteogenic 
sarcoma with destruction in the shaft and a line of 
demarcation. ‘The patient was a man 77 years of 
age. Amputation was done. The patient died three 
years later, but the cause of death could not be 
learned. 

In the third case the roentgenogram suggested a 
central tumor of the lower epiphysis and the shaft 
of the femur, and amputation was done. The micro- 
scopic picture suggested fibroma, fibrosarcoma, and 
osteitis fibrosa. ‘The patient was living six years 
after the operation. 

The fourth case was diagnosed as osteitis fibrosa. 
Resection and bone transplantation were done. In 
1926, seven years after the operation, the patient 
was well. Rosert V. Funston, M.D. 


Lucca, E.: Experimental Studies of the Function 
and Regeneration of Muscle Fascia (Ricerche 
sperimentali sulla funzione e sulla rigenerazione 
delle fascia muscolari). Chir. d. organi di movi- 
mento, 1926, Xi, 99. 

The experimental studies here reported were per- 
formed on dogs. A segment about 1 cm. square was 
removed from the fascia and the wound then closed. 
The animals were killed after ten, twenty, thirty, 
sixty, ninety, and one hundred and twenty days. 


It was found that the differentiation of fascia into 
investing fascia and aponeurotic fascia is based not 
only on embryological and morphological factors 
but also on functional factors. There is a great differ- 
ence in the function of the fascia of different muscles. 
In the cases of some muscles—the gastrocnemius, 
for example—it was impossible to demonstrate any 
appreciable influence of the fascia on the muscle 
function, whereas in the cases of other muscles the 
fascia had an aponeurotic character and was of great 
static and dynamic importance. 

In the investing fascia, the process of regeneration 
took place rapidly by means of an undifferentiated 
cicatricial tissue and was thicker than normal fascia. 
In the aponeurotic fascia, the regenerative process 
was brought about by a less rapid and less abundant 
formation of connective tissue which showed a tend- 
ency to assume gradually all of the morphological 
and structural characteristics of normal fascia. 

The regenerative process in the aponeurotic fascia 
is decidedly influenced by the function of the muscle; 
where muscle function is preserved or exagzerated 
the fascia tends to take on its orizinal structure 
quickly in order to fulfill its function, but when the 
muscle does not function the loss of substance in the 
fascia is replaced by an exuberant mass of undiffer- 
entiated cicatricial tissue. The difference in the 
behavior of the elastic fibers in the regeneration of 
the fascia of functioning muscle and of paralyzed 
muscle is an obvious biological proof of the func- 
tional activity of the aponeurotic fascia. 

The experimental production of so-called true 
muscle hernia has not been successful, though many 
attempts have been made. A solution of the con- 
tinuity of the fascia alone is not sufficient to produce 
this condition, the pathogenesis of which is still 
obscure. Ferrarini claims that, for the production of 
hernia, it is necessary for the muscle also to be injured. 

The aponeurotic fascia is intimately’ connected 
with muscle function. Its total or partial removal or 
complete longitudinal incision causes a decrease in 
the force and maximum height of the contraction 
and consequently of the work performed by the 
muscle. The functional synergy between the muscle 
and the aponeurotic fascia is due to the fact that the 
fascia, by reason of its elasticity and the points of 
partial insertion which it presents to the muscle 
fibers, helps to maintain a constant muscular tension. 

Aubrey G. Morcan, M.D. 


Fowler, A.: A Case Showing Anatomical and 
Functional Reproduction of a Metacarpal by 
a Bone Graft. Brit. J. Surg., 1927, xiv, 675. 


The author reports a case of a tumor of the fifth 
metacarpal, which was excised completely because 
it was suspected to be a sarcoma. A tibial graft 
rounded at the distal end was fitted snugly into the 
denuded carpus at the proximal end and fixed by 
muscle suture. Active and passive movements were 
begun early. The distal end of the graft became 
eburnated and formed a head which fitted into the 
base of the proximal phalanx. 
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The end-result was full extension, three-quarters 
normal flexion, and full abduction. The little finger 
was somewhat shorter than normal. Microscopic 
examination showed the tumor to be an osteo- 
chondroma. H. Levintuat, M.D. 


Lance and Sorrel: A Study of Local and General 
Platyspondylitis (Etude sur les platyspondylies; 
platyspondylies localisées, platyspondylies général- 
isées). Bull. et mém. Soc. nat. de chir., 1927, liii, 132. 

According to Putti and Perussia, congenital flat- 
tening of the vertebral bodies (platyspondylitis) 
exists only in association with malformation of the 
posterior arch (spina bifida occulta or complete). 
Lance states that, in his opinion, platyspondylitis is 
more common than is generally believed and he has 
found it associated with congenital division of the 
vertebral bodies (somatoschisis), without any other 
malformation of the vertebral bodies, and general- 
ized without any other spinal anomaly. He reports 
briefly eight cases. 

Case 1 was that of a 15-year-old girl with dorsal 
scoliosis and generalized congenital ichthyosis. The 
anteroposterior roentgenogram of the spine showed 
somatoschisis of the sixth and tenth dorsal verte- 
bre, and the lateral roentgenogram showed platy- 
spondyle of the fifth dorsal vertebra. 

Case 2 was that of a 6-year-old boy with an acute 
dorsolumbar deviation and a costal gibbus on the 
left side. The lateral roentgenogram showed flatten- 
ing of the vertebral bodies of the ninth and twelfth 
dorsal vertebr, and hypertrophy of the tenth dorsal 
vertebra. The anteroposterior view showed soma- 
toschisis of the ninth and twelfth dorsal vertebra 
and fusion of the ninth, tenth, eleventh, and twelfth 
ribs on the right side. 

The third case was that of a girl 11 years of age, 
with generalized bony dystrophies and multiple 
malformations from repeated fractures; congenital 
luxation of both radii; and congenital scoliosis. The 
anteroposterior roentgenogram showed twelve ribs 
on the left side and eleven on the right, a question- 
able rudimentary rib on the ninth vertebra, and 
platyspondylitis of the fourth, sixth, seventh, and 
ninth vertebral bodies. 

Case 4 was that of an 11-year-old girl who had had 
scoliosis with a triple curvature since infancy. The 
anteroposterior roentgenogram revealed platyspon- 
dyle of the ninth, tenth, and eleventh dorsal vertebra 
without any other malformation. 

Case 5 was that of a man aged 51 years who had 
suffered from fatigue of the back since the age of 25. 
When he stood up for any length of time, it was 
necessary for him to lean against a support. He 
wore a rigid belt to support the back. The left 
scapula showed marked congenital elevation. The 
roentgenogram revealed platyspondylitis of the 
sixth, eighth, and ninth dorsal vertebra. 

In Case 6, that of a man aged 38 years, a diagnosis 
of Pott’s disease of the fifth lumbar vertebra had 
been made. An abscess of the left flank developed. 
The anteroposterior roentgenogram of the spine re- 


"years. 


vealed scoliosis toward the right side, thirteen ribs 
on both sides, fourteen dorsal vertebra, union of the 
sixth and seventh vertebra, and lack of a rib be- 
tween the seventh and eighth verbebrz. The lateral 
roentgenogram showed marked dorsal kyphosis of 
the seventh to ninth vertebre with platyspondylitis 
of the eighth dorsal vertebra. 

Case 7 was that of a 26-months-old boy of slow 
development with open fontanelles, congenital luxa- 
tion of both hips, bilateral congenital club-foot, and 
a dorsolumbar gibbus. The roentgenogram showed 
generalized platyspondylitis without other spinal 
anomaly. The child was made to walk in a light 
celluloid corset. 

Case 8 was that of a girl 3% years old who had had 
a round back for a year, a pronounced dorsal 
kyphosis, and a lumbar lordosis with prominence of 
the abdomen. The spine had an exaggerated S- 
shape. When the patient was lying down or sus- 
pended, the curvature partially disappeared. The 
roentgenogram revealed a general platyspondylitis. 
Because of the curvatures, the child walked with 
difficulty. She wore a removable corset. 

Sorrel reports several cases of platyspondylitis 
which had been diagnosed as Pott’s disease. One of 
them was treated for the latter condition for many 
Wa C. Burket, M.D. 


Simpson, W. M., and McIntosh, C. A.: Actinomy- 
cosis of the Vertebrze (Actinomycotic Pott’s 
Disease): Report of Four Cases. Arch. Surg., 
1927, xiv, 1166. 

The authors state that actinomycosis of bone is 
not so rare as is generally believed. They report 
four cases of vertebral actinomycosis with the au- 
topsy findings made in the Pathological Laboratory 
of the University of Michigan. All four cases came 
to autopsy with a clinical diagnosis of tuberculosis 
of the spine. In two of the cases the primary 
focus of the infection was in the lungs, and in the 
two others, apparently in the region of the ap- 
pendix. The bone infection occurred as the result 
of direct extension. 

Actinomycosis of the spine produces cortical ero- 
sion of the vertebra with a vertebral phlegmon. It 
does not cause the angular deformity characteristic 
of Pott’s disease, but its relation to tuberculosis is 
manifested in the development of purulent tracts 
and sinuses, notably the psoas abscess. Hence it 
must be differentiated from tuberculosis. The ray 
fungus should be looked for by the surgeon who 
first drains the actinomycotic abscess. 

The radical surgical excision of all involved tissue 
offers the best hope of cure. 

Rosert C. Lonercan, M.D. 


Davis, G. G.: Os Vesalianum Pedis. Am. J. Roent- 
genol., 1927, xvii, 551. 

The os vesalianum pedis is the proximal and 
external part of the tuberosity of the fifth meta- 
tarsal. It appears when the lateral protuberance of 
the fifth metatarsal develops as a special center of 
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ossification. It is of interest anatomically because of 
its rarity and has a medicolegal importance because 
its presence is apt to be confused with a fracture of 
the base of the fifth metatarsal. 

In making a diagnosis the following pertinent 
facts regarding os vesalianum pedis should be borne 
in mind: 

1. The condition occurs during the period before 
complete union of the epiphysis. 

2. It is bilateral. 

3. The usual signs of fracture, such as tenderness, 
discoloration and swelling, are not present. 

4. The line of cleavage between the accessory area 
of calcification and the base of the fifth metatarsal is 
longitudinal and parallel with the long axis of the 
metatarsal bones. 

5. The adjacent surfaces of the two bodies are 
smooth in outline. 

The author reports one case. 

Cuarces H, Heacock, M.D. 


Mueller, W.: Further Observations and Investi- 
gations of Typical Diseases of the Sesamoid 
Bones of the First Metatarsal (Weitere Beo- 
bachtungen und Untersuchungen zu der typischen 
Erkrankung der Sesambeine des I. Metatar- 


salknochens). Beitr. 2. klin. Chir., 1926, cxxxviii, . 


494- 


Complaints due to pathological changes in the 
sesamoid bones are not uncommon. ‘To the four 
cases he reported previously the author adds three 
more. All of the patients were women between the 
ages of 18 and 30 years. A previous trauma could 
be excluded, but in every case the pain began after 
some form of strenuous exercise such as dancing. 

In the roentgenogram, a division of the median 
sesamoid bone into two or more parts could be seen. 
Histological examination of the extirpated bone 
demonstrated within it a definite necrosis which was 
not of the same type as the necrosis of Koehler’s 
or Perthes’ disease. There was no necrosis of the 
medullary tissue, and the necrosis of the bone tissue 
was never complete, there being always lamellz with 
well-preserved nuclei. The latter, however, showed 
no attempt at regeneration. Therefore, it is incor- 
rect to designate the condition a “malacia” of the 
sesamoid bone. A predisposition of the skeleton as 
a whole is evident in the fact that the condition 
may be bilateral. Its familial occurrence has also 
been noted. 

Histological study shows definitely that the two 
halves of the bone are not formed by different 
ossification centers. The transverse cleft results in 
the course of time from mechanical causes and cor- 
responds to the end of the so-called zone cell re- 
arrangement. It is not a true fracture because there 
is no history of trauma and no evidence of regenera- 
tion. 

In the more marked cases in which rest and 
protection cause no improvement, the operative 
removal of both sesamoid bones is to be recom- 
mended. Harms (Z). 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Todd, A. H.: The Possibilities of Operation in 
Infantile Paralysis. Lancet, 1927, ccxii, 864. 


The purpose of this article is to indicate what 
expert orthopedic surgery can offer for certain types 
of cases of infantile paralysis. 

If the non-operative treatment has been adequate, 
no operation should be performed within about three 
years of the onset of the attack. An important factor 
in the choice of the type of operation is the patient’s 
age. 

The author describes tendon transplantation, dis- 
cusses its limitations, and emphasizes the danger of 
“robbing Peter to pay Paul.” 

To obtain stability of paralyzed feet, a combina- 
tion of the methods of Dunn and Hoke is used. In 
practically all cases of advanced paralysis this pro- 
cedure will produce a stable foot with simultaneous 
rectification of any gross deformity that may have 
occurred in the course of years. 

- Myotomies and capsulotomies are of great value 
in the correction of deformities. Various methods 
are described. Amputation is rarely advisable. The 
principal indication for amputation in infantile 
paralysis today is the presence of inveterate ulcer- 
ation of the affected limb. Even in the presence of 
such ulceration, however, every method of conserva- 
tive treatment should have been tried and the capac- 
ity of the patient to control an artificial limb if 
amputation is performed should be most thoroughly 
considered before the operation is advised. 

Rosert V. Funston, M.D. 


Lange, F.: Tendon Transplantation. Surg., Gyncc. 
& Obst., 1927, xliv, 455. 


Transplantation of tendons to restore lost func- 
tion was first suggested by Nicoladoni. Nicoladoni’s 
operation was not altogether successful, however, 
because the strong tendon was transplanted into the 
paralyzed tendon and stretching took place subse- 
quently. The Lange method transplants the tendon 
of the unparalyzed muscle into the periosteum at 
the attachment of the paralyzed muscle. The fixa- 
tion is made by means of Turner silk No. 6 or 12, 
thoroughly sterilized. Care is taken to avoid placing 
the sutures near the skin incision. Lange uses also 
silk ‘‘sinews,’”’ about which is formed tendinous tis- 
sue similar in nature, from the mechanical point of 
view, to a real tendon. 

The best results are obtained when there is con- 
siderable adipose tissue. 

In experiments on dogs, pieces of paper bandage 
Io Or 12 cm. square were placed in the tissues. 
Around these pieces, connective tissue was formed. 
It was found that the paper graft was expelled in 
only 2 per cent of the cases. 

Subsequently, on account of the friability of the 
paper, parchment was substituted. This has given 
excellent results in tendon transplantation and ten- 
don sutures. 
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In talipes equinus, the peroneus longus is trans- 
planted to the scaphoid and the peroneus brevis to 
the cuboid. In talipes calcaneus, the two peronei, 
the tibialis posticus, the flexor digitorum, and the 
flexor hallucis are all attached to the gastrocnemius. 
To prevent stretching, a silk ligature is placed be- 
tween the tibia and the calcaneus and the patient 
is carried by apparatus for at least a year. 

In talipes varus, a silk ligature is carried from the 
tibialis anticus at the myotendinous line to the cu- 
boid bone. As a result, the tibialis anticus exerts 
an even tension on both sides of the foot. 

As a substitute for the paralyzed peronei, a silk 
sinew is placed from the middle of the gastrocne- 
mius to the external edge of the calcaneus. 

In talipes valgus, the peroneus is transplanted 
anteriorly to replace the tibialis anticus. The pos- 
ticus is replaced by a silk sinew from the middle of 
the gastrocnemius to the median surface of the 
calcaneus. When there is a weakness of the quad- 
riceps, the anterior half of the tensor muscles is 
transplanted and a’silk sinew suspended from the 
middle of the sartorius to the knee cap. 

For the relief of paralysis of the gluteal muscles 
the author has performed two operations. In one, 
the erector spine was lengthened with silk sinew 
and fixed to the lesser trochanter. In the other, the 
latissimus dorsi from the sound side was substituted 
for the median and small glutei of the paralyzed 
side. In both cases the result was most gratifying. 

Since the introduction of the use of parchment 
into the already established method of employing 
silk tendons, tendon transplantation has become a 
success with promise of new possibilities in paralysis. 
In go per cent of the cases the result is successful. 
The author says, “The operation is a great addition 
to orthopedic surgery in general, and many surgeons 
will welcome the freedom from scheming after they 
have decided upon an operation in which muscle 
tension is to be established, perhaps from a fair 
distance.” Rosert V. Funston, M.D. 


Colt, G. H.: The Surgical Treatment of the ‘‘De- 
gloved’’ Hand. Brit. J. Surg., 1927, xiv, 560. 


The author cites two cases of primary plastic 
operation in which there was very severe denudation 
of the hand. In the first, the denuded hand was 
embedded in the abdominal wall, and in the second, 
embedded in the upper part of the thigh. In the 
latter position better dependent drainage and pres- 
sure were obtained. It is advisable to place the 
fingers in separate pockets as divergent as possible. 

Danie H. Levintuar, M.D, 


Delrez, L., and Christophe, L.: The Results of 
Operative and Non-Operative Treatment of 
Pott’s Disease in the Infant (Résultats du traite- 
ment du mal de Pott chez |’enfant par les méthodes 
gaa et non sanglante). J. de chir., 1926, xxviii, 

41. 
Of eight children with Pott’s disease who were 
not operated upon, three died, three became worse 


with accentuation of the gibbus and cord symptoms, 
and two progressed favorably. Of those operated 
upon by the Albee method, three progressed satis- 
factorily and have developed no complications, 
three are in good condition despite a cold abscess, 
and one developed a second focus after an excellent 
cure of the first one. In only one of the cases oper- 
ated upon did the gibbus become worse. The de- 
tailed histories of twenty cases are given. 

Pott’s disease in the child has a high mortality. 
Albee’s operation rarely fails to arrest the develop- 
ment of the gibbus and reduce the period of treat- 
ment. The operation is a very benign one. 

In the cases reviewed a modification of the origi- 
nal Albee technique was used, osteoperiosteal grafts 
only 2 mm. thick being raised with a chisel and 
placed in the split spinous processes. This obviated 
separation of the muscles from the processes, which 
is always accompanied by considerable bleeding. 

AtBert F. DeGroat, M.D. 


Mezzari, A.: Subperiosteal Resection of the 
Spinous Processes in Consolidated Gibbus 
(Resezione sottoperiostea delle apofisi spinose nei 
gibbi consolidati). Chir. d. organi di movimento, 
1926, Xi, 193. 

The author reports thirteen cases of subperiosteal 
resection of the spinous processes in consolidated 
gibbus and concludes that the operation is a harm- 
less and valuable procedure. The results vary, how- 
ever, according to the angle and site of the gibbus. 
The less the deformity the better the cosmetic re- 
sults. In cases of gibbus caused almost entirely by 
protrusion of the spinous processes, radical correc- 
tion is possible, but when the gibbus is due chiefly 
to the angle formed by two segments of the spinal 
column as the result of destruction of the bodies of 
one or more vertebrz and is increased by protrusion 
of the spinous processes on the vertex, it is possible 
only to round off the angle so that the deformity is 
changed into a round back. It is easier to preserve 
the skin over a round back than over a sharp point, 
and the round back presents a better surface for 
supporting orthopedic apparatus. 

In some of the author’s cases there were mucous 
bursz over the projecting processes, and in one case 
a serious phlegmon resulted. 

The operation described gives better results in 
lumbar gibbus than in dorsal gibbus, but it has long 
been known that dorsal kyphosis is more serious 
than lumbar kyphosis. 

All of the author’s patients were adults in whom 
the development of the skeleton was complete. The 
operation is not indicated in the cases of young 
children. 

Even in cases of serious kyphosis the results were 
encouraging because a compensatory lordosis was 
established above and below the gibbus and the line 
of gravity was moved inward, this contributing to 
the wsthetic effect. Late examinations have shown 
that the operation does not injure the cord. 

Aubrey G. Morean, M.D. 
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Thornton, L.: The Treatment of Osteomyelitis: 
With Special Reference to the Lower Third of 
the Femur. J. Bone & Joint Surg., 1927, ix, 294. 
In the early stages of osteomyelitis of the femur 
the treatment should be incision for drainage. 
.Later, when there is a line of demarcation between 
the dead and living bone and when enough new 
bone has been formed to insure strength of the 
shaft, radical operation is indicated. The inner sur- 
face of the thigh is chosen as the operative site be- 
cause the destruction is usually greater over the 
inner posterior cortex and healing occurs more rap- 
idly in this region because the muscle falls into the 
bone cavity more readily than in other regions. 
When the disease remains diffuse, the case is 
inoperable as operation with complete excision of 
the shaft would be inadvisable. 
ELvEN J. Berxuetser, M.D. 


Horan, M.: Reconstruction of the Anterior Cru- 
cial and Internal Lateral Ligaments of the 
Knee Joint: A Record of Eleven Cases. Brit. J. 
Surg., 1927, xiv, 569. 

Horan reports eleven cases of reconstruction of 
the anterior crucial and internal lateral ligaments of 
the knee joint by Smith’s modification of the Hey- 
Groves operation. The technique is as follows: 

A J-shaped incision is made from the outer side of 
the thigh below the tubercle of the tibia and up over 
the inner aspect of the knee. The patella is then 
exposed, split vertically, and retracted. The external 
condyle of the femur and the internal tuberosity of 
the tibia are drilled through in the line of the anterior 
crucial ligament. A strip of fascia lata 1% in. wide 
is then turned down from the thigh and drawn 
through the tunnel in the condyle and tibial tuber- 
osity. The adductor tubercle is drilled subcortically 
and the free end of the fascial strip passed up through 
this tunnel, turned down on itself, and sutured. 

Early and thorough re-education of the muscles of 
the limb is important for success. After the oper- 
ation, prolonged immobilization of the joint by 
splinting or plaster, and later mechanical support of 
the joint by a knee cage or similar appliance, are to 
be avoided as they are followed inevitably by atro- 
phy and impairment of the support given the joint 
by the musculature. 

The operation results in a joint capable of with- 
standing the stress and strain to which it is subjected 
in the course of ordinary life. 

H. Levintuat, M.D. 


Chevallier, C. H.: Arthroplasty of the Knee 
(L’arthroplastie du genou). J. de chir., 1927, xxix, 
257. 

Ankylosis in extension should no longer be con- 
sidered a satisfactory end-result for arthroplasties on 
the knee because in selected cases a movable useful 
joint can be obtained. The best, simplest, and most 
easily carried out technique is that of Putti. The 
best material for transplantation is a free sheet of 
aponeurosis. 


The operation is to be considered only when all 
evidence of infection has disappeared, there is no 
foreign body, fistula, or sequestrum in the joint, the 
bony loss is not too great, and the muscles show no 
atrophy. If the patient is receiving compensation 
because of the disability the arthroplasty is likely to 
fail. In tuberculous cases surgery is rarely justified 
but if the process has been healed for a long time and 
the patient greatly desires operation, it may be 
tried. If the healing of the arthritis has taken place 
with joint in flexion and if it is complete, arthro- 
plasty may be attempted; otherwise the knee should 
be fixed in extension. 

In the author’s cases, arthroplasty is preceded by 
several weeks or months of treatment to clear up any 
infection and, if the knee is fixed in flexion, to length- 
en the tendons. Massage and electricity are applied 
to the quadriceps. Just before the operation a 
plaster-of-Paris splint is molded to the other leg in 
semiflexion to be ready after the intervention, and 
adhesive strips are applied to the calf of the leg to be 
operated upon so that traction can be applied im- 
mediately after the operation. 

Under spinal anesthesia, supplemented at times 
by ether, an inverted U-shaped incision is made above 
the patella, the arms of the incision being extended 
down to the level of the femorotibial joint. From 
the center of this incision above the pitella a verti- 
cal cut is made upward over the tendon. The two 
lateral flaps thus formed are raised at either side of 
the knee cap and the vasti on the sides and the rectus 
in the center are exposed. The vasti are then cut 
along the sides of the patella and the incision carried 
upward at the sides of the tendon of the rectus so 
that the latter lies free at the sides but remains at- 
tached above and below. The tendon is then split in 
a frontal plane. The anterior half represents the 
rectus tendon and the posterior half the vasti tendon. 
The anterior leaf is sectioned just above the patella 
and the posterior leaf about 5 or 6 cm. above. In 
this way the tendon may be lengthened when the 
time for closure comes. 

If the ankylosis is fibrous, the dissection may be 
done with a knife and scissors. In order to clean the 
entire joint it is often necessary to cut the crucial and 
lateral ligaments. After the removal of adhesions 
and modeling of the bones, these are resutured. Great 
care is taken over the popliteal vessels. The bony 
surfaces are trimmed or modeled with a chisel and 
file so that the condyles are rounded and convex, the 
trochlear surface is concave, 4nd an intercondylar 
fossa is cut out. The upper end of the tibia is pro- 
vided with two concave surfaces corresponding to 
the convex surfaces of the femur, and an inter- 
condylar ridge is left between them. The posterior 
surface of the patella is trimmed and made smooth, 
and a ridge such as is present normally is left in the 
center. 

If the ankylosis is osseous, the separation must be 
made with a chisel, the line of separation passing 
slightly above the femorotibial joint. After the bony 
surfaces have been well smoothed down, a strip of 
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fascia from the opposite thigh is sutured over the 
ends of the bones and the posterior surface of the 
patella. In this manner the entire joint is lined. The 
joint is then closed carefully and a piece of sterile 
goldbeater’s skin placed between the tendon and 
skin sutures. 

After the operation the leg is placed on the previ- 
ously prepared plaster splint in semiflexion, and 
traction of 1 kgm. is applied. During the first few 
days after the operation, this traction is gradually 
increased to 5 or 6 kgm. Passive movements are 
begun about the second week. On about the twenty- 
fifth day, massage, heat, and electricity are applied 
and the extension is discontinued. Careful super- 
vision is necessary for several months. The patient 
does not realize the full benefits of the operation 
until after several years. 

Putti has treated by this method twenty cases of 
war wounds, seventeen of acute arthritis, twelve of 
gcncrrhoeal arthritis, seven of chronic polyarthritis, 
four cf fracture, one of puerperal arthritis, and one 
of post-typhoid arthritis. The results were good in 
fifty-two, mediocre (motion of only 25 degrees or 
less) in five, and poor (re-ankylosis) in four. There 
was one death. The best results were obtained in 
chronic polyarthritis. Micuaegt L. Mason, M.D. 


Ombredanne, L.: Indications for Operative Treat- 
ment of Congenital Equinovarus Club-Foot. 
J. Bone & Joint Surg., 1927, ix, 315. 

In the early days of life it is possible to obtain 
complete reduction of congenital equinovarus club- 
fcot by manual manipulation, but the correction 
must be maintained and observed often for several 
years. 

In the period of relative reducibility, when ma- 
nipulation has proved ineffective, other means must 
be employed, such as: (1) section of the internal 
lateral lisament of the tibiotarsal articulation, (2) 
section of the internal plantar surface of the foot 
(Phelps operation), or (3) section of the tendon: of 
Achilles after correction of the varus deformity. 

In the period of complete irreducibility, when the 
deformity cannot be corrected by the section of ten- 
dons or ligaments, it is necessary to resort to opera- 
tions on the bones, such as periastragaloid excision, 
astiagalectomy, and cuneiform tarsectomy. 

In the periastragaloid excision an attempt is made 
to place the astragalus in good position between the 
tibia and fibula. The author objects to this proce- 
—_ because of the injury to the tibiotarsal articu- 
ation. 

Of the astragalectomies, the Whitman method 
with posterior reposition of the foot is the method 
of choice. 

Cuneiform tarsectomies correct the equinovarus 
deformity, but shorten the foot and do not com- 
pletely correct the supination. The author prefers 
the double cuneiform tarsectomy in the peak of tor- 
sion performed in the mediotarsal region to correct 
the equinus and performed in the subastragaloid 
region to overcome the supination. 


In some cases the internal torsion of the leg bones 
requires correction by osteotomy on the lower end 
of the tibia. ELVEN J. BerkHeEIsER, M.D. 


FRACTURES AND DISLOCATIONS 


Mage, S.: The Use of Regional Anesthesia by the 
Nerve-Block Method for the Reduction of 
Fractures and Dislocations. Ann. Surg., 1927, 
Ixxxv, 765. 


The well-known contra-indications to inhalation 
narcosis in general surgery are applicable to the 
reduction of fractures and dislocations. The author 
therefore tried regional anaesthesia in a series of 
fractures and dislocations to determine its relative 
merits and indications. 

Local infiltration anesthesia in the treatment of 
fractures has been advocated from time. to time 
ever since 1885 when Conway first reported the 
successful reduction of three fractures of the radius 
under anesthesia induced with cocaine. Reclus in 
1903, Lerda in 1907, Quénu in 1908, and Cohn in 
1926 reported successful results by similar methods. 
Dolinger and Hagenback advocated the circular 
infiltration of novocain proximal to the site of the 
fracture. The only mention known to the author ot 
the use of nerve block in the reduction of fractures 
was Broun’s report of brachial plexus block made 
in 1913. 

Nerve block produces an anesthesia of the in- 
volved area and avoids damage to the already 
injured tissues. To be satisfactory for the reduction 
of fractures and dislocations the anawsthesia in- 
duced must render the procedure painless and 
establish adequate muscle relaxation. 

The choice of the author’s cases was governed by 
the therapeutic indications which are more or less 
standardized in his clinic. The main requirement 
was that the type of fracture or dislocation be one 
that would warrant an immediate manipulative 
reduction in contradistinction to one requiring pro- 
longed traction and suspension. Fractures of the 
neck and shaft of the humerus and femur are com- 
monly treated by traction and suspension. 

Analgesia is readily induced by nerve block and 
lasts from one to two hours. Atierent sensibilities 
may Cause some discomfort, but with co-operation 
and the preliminary use of 4 gr. of morphine this 
may be overcome. 

Six cases of fracture and dislocation are cited as 
examples of the degree of muscle relaxation obtain- 
able. Of the series of fifty cases reviewed, reduction 
was successful in forty-nine. The only unsuccessful 
result occurred in a case of fracture of the os calcis 
in which an open operation was necessary. 

Nerve block may be done at various levels proxi- 
mal to the site of the fracture or dislocation. In the 
cases cited, different levels were tried in the treat- 
ment of similar lesions. In fracture of the lower 
third of the forearm and leg, nerve block of the 
elbow and popliteal space respectively proved 
satisfactory, but in fractures of the upper or middle 


all 
no 
he 
no 
on 
to 
ied 
nd 
be 
ro- 
ild 
by 
ny 
th- 
ied 
a 
in 
nd 
be 
m- 
nes 
ve 
led 
om. 
rti- 
wo 
of 
tus 
cut 
ied 
so 
at- 
the 
on. 
lla 
In 
the 
be 
the 
ind 
ns 
eat 
ny 
ind 
the 
‘lar 
ro- 
to 
er- 
‘ior 
th, 
the 
ing 
yny 
» of 


388 INTERNATIONAL ABSTRACT OF SURGERY 


third, nerve block of the brachial plexus and sciatic 
nerve was necessary for sufficient relaxation of the 
muscle groups. Popliteal block is found satisfac- 
tory also for the treatment of fractures of the ankle. 
In fractures of the phalanges, sufficient relaxation 
is obtained by block of the lateral ne1ves about the 
bases of the fingers or toes. 

Local anesthesia has far fewer complications than 
general narcosis and is devoid of the shock, un- 
pleasantness, and hazards of general narcosis. It 
does not require the hospitalization of an ambula- 
tory patient, and may be readily induced wherever 
the proper aseptic precautions may be observed. 

Norman C. Buttock, M.D. 


Diez, S.: The Anatomicopathological Character- 
istics of Fractures of the Long Bones of the 
Hands and Feet in Relation to the Mechanism 
of Their Production; Criteria for the Diagnosis 
of Self-Inflicted Injuries (Contributo allo studio 
dei caratteri anatomo-patologici delle fratture delle 
ossa lunghe delle mani e dei piedi in rapporto con 
i vari meccanismi patogenitici; criteri per la diagnosi 
di autolesionismo). Policlin., Rome, 1927, xxxiv, 
sez. chir., 105. 

During the war, many soldiers inflicted wounds 
upon themselves in the hope of getting away from 
the front, and in industrial plants workers often 
injure themselves to obtain compensation. The only 
way to determine that such injuries are self-inflicted 
is to make the patient give a detailed description of 
the accident—tell whether it was a fall on the hands 
or feet or a blow from a heavy body and, if the latter, 
tell the size and direction of movement of the body. 
A careful study must then be made of the fracture to 
determine whether the injury could have been pro- 
duced by a force acting in the manner described. 
When a workman injures himself he generally does 
it by placing his hand or foot on a hard surface and 
striking it with a hammer or other heavy body, and 
he tries to graduate the force so as to produce a 
fracture with as little pain and injury as possible. A 
careful study often shows a difference between a 
fracture produced in this way and one produced by 
an accident such as that described by the workman. 

The author reports illustrative cases of fracture of 
the metatarsals, metacarpals, and phalanges pro- 
duced by compression, crushing, direct and indirect 
flexion, torsion, and avulsion. 

Crushing does not cause isolated longitudinal 
fractures in the bones of the hands or feet. The 
fracture lines are generally solitary and transverse or 
oblique, depending on the direction of the force with 
reference to the bone, and the margins are more or 
less dentate. A force that is not very great produces, 
in the hand, multiple fracture lines or comminuted 
fractures and contused wounds of the overlying soft 
parts. The toes are protected somewhat by the 
shoes. Fractures due to crushing may be differenti- 
ated from fractures due to flexion by the position of 
the fragments which, in the latter, form an angle with 
its apex in the direction in which the force acted. 


The presence of a comminuted fracture excludes 
the possibility of fracture from fiexion and shows 
that the bone has been crushed. After direct trauma 
the direction of the fracture lines, whether transverse 
or oblique, or possibly longitudinal, is not sufficient 
in itself to establish the mechanism, but the latter 
can be determined from the localization of the frac- 
ture in the epiphysis or diaphysis. 

Direct fractures from flexion always occur in the 
diaphysis. Total or partial detachment of the epi- 
physis indicates crushing. Indirect fractures from 
flexion occur in the neck and may involve several 
metacarpals. They differ from epiphyseal fractures 
due to crushing in the fact that they never involve 
the joint heads. 

Fractures from torsion show oblique spiral lines in 
the direction of the action of the force or a V line in 
the diaphysis. 

Avulsion fractures generally occur in the thumb 
and are associated with detachment of the apophy- 
sis. The nature of the force which produced the 
fracture can be deduced from a study of the lesions 
of the soft parts. Auprey G. Morsan, M.D. 


Oppel, W. A.: Anterior Subluxation of the Atlas. 
Lancet, 1927, ccxii, 698. 

The author reports a case of anterior subluxation 
of the atlas in a man of 30 years who sustained the 
injury while carrying on his back and azainst: his 
head a load of 200 lbs. At first the nature of the 
injury was unrecognized and the condition was 
treated by extension and the application of a plaster 
bandage. Three months after the injury the patient 
returned to work, but twelve weeks later his symp- 
toms recurred. When he then came under the 
author’s observation, the roentgen plate showed: 
(1) a decrease in the space between the spinous 
process of the axis and the posterior arch of the 
atlas, and (2) forward displacement and fracture of 
the anterior arch of the atlas. The head being fixed, 
complete roentgenograms were difficult to obtain. 

As the condition failed to improve under treat- 
ment with the plaster bandage and extension, opera- 
tion was decided upon and a plaster bed was made 
o = the right half of the head, neck, and 

ody. 

At operation, the patient in his plaster bed was 
laid on the right side and an incision made along 
the posterior margin of the left sternomastoid mus- 
cle. The accessory nerve of Willis was sacrificed 
and the retropharyngeal space was entered. The 
arch of the atlas projecting forward could be easily 
palpated. In the chiseling off of the anterior arch 
considerable difficulty was encountered, and it was 
necessary to place the index finger in the retro- 
pharyngeal space to direct the chisel. The anterior 
surface of the odontoid process was found to be 
enveloped in adhesions. 

Six days after the operation, while the patient was 
still in his plaster bed, he was able to move his 
head slightly. The plaster bed was removed ten 
days after the operation, and on the seventeenth 
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day the patient was able to move his head freely 
in all directions without pain. 

X-ray examination after the operation showed 
absence of the fractured and projecting part of the 
anterior arch of the atlas. 

Rosert V. Funston, M.D. 


Boorstein, S. W.: Radiography During Manipula- 
tion for Closed Reduction of Congenital Dis- 
location of the Hip. J. Bone & Joint Surg., 1927, 
ix, 302. 

Boorstein has found that in the closed reduction 
of congenital dislocation of the hip better results are 
obtained when the reduction is effected under the 
fluoroscope or the roentgenogram is taken before the 
plaster is applied. He therefore effects the reduction 
on the roentgenographic table. It is not safe to use 
the fluoroscope throughout the entire manipulation, 
but a roentgenogram can readily be taken as soon 
as the surgeon believes that the hip has been re- 
duced or that the position for the change is good. 

The roentgenographer can develop the plates 
while the child is still under the influence of the 
ether. During this time the hip should be held by 
the assistant. If the surgeon is dissatisfied with the 
position shown in the roentgenogram, he is then 
able to change it. After it is changed, another 
roentgenogram should be taken. If, at the time of 
changing the plaster, he is not certain which angle 
is preferable, he can take roentgenograms in two 
positions and then choose the better. After the 
plaster has been applied and is dry, another print 
should be made of the position to serve as a perma- 
nent record. 


Sinclair, M.: Fractures of the Limbs. Lancet, 1927, 
ccxil, 920. 


The author reviews the treatment of fractures of 
the arm and leg with reference to the advances 
made during the World War. He believes that not 
enough time has been given to the teaching of 
fracture treatment, and deplores the present-day 
hurried treatment due to the deficiency in the 
number of beds available for fracture cases. 


With the introduction of the roentgen rays, 
fracture treatment was greatly improved as the 
roentgen examination will reveal the presence of 
a fracture, the shape and position of bone fragments, 
any co-existing dislocation of, or injury to, a joint, 
the presence and situation of gas gangrene and of 
air in the soft parts, the presence of bipp, the 
formation of and character of callus, and the solidity 
of new bone formed. Comparisons of films taken 
in two planes at specified regular intervals during 
the treatment offers the best means of arriving at a 
correct prognosis. Moreover it can be determined 
with the roentgen ray just what variety of internal 
mechanical fixation will be best for a particular 
case, and during manipulation under the screen 
immediately before the application of a splint or of 
plaster of Paris it is possible to determine the areas 
of the limb to which the reconstructive forces must 
be applied in order to maintain the corrected 
position of the fragments. 

First-aid treatment is of the greatest importance. 
After its administration the treatment should be 
continuous until a cure is effected. If operative 
measures are necessary they should be instituted 
soon after the injury and under perfectly aseptic 
conditions. If there is serious bleeding during the 
first-aid treatment, the wound must have first 
attention, but when the loss of blood is not danger- 
ous the limb should be at once immobilized. 

Sinclair does not favor the mass excision some- 
times done during the war. He warns also against 
the prolonged use of a tightly applied tourniquet. 

The initial force employed in extending the limb 
should never be allowed to relax; its relaxation will 
cause the fragments to be displaced. 

Too much movement of the patient and too 
active treatment soon after the injury may cause 
shock. By means of rest and the early efficient 
application of the Thomas splint the mortality 
from shock during the war was reduced from 80 to 
20 per cent. 

Repeated roentgen examinations are essential for 
successful results in the treatment of fractures. 

D. Freperick Jostes, M.D. 
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ANESTHESIA 


Pinson, K. B.: Convulsions Occurring During 
Surgical Anzsthesia. Brit. M.J., 1927, i, 956. 


Pinson reports fifteen cases of generalized con- 
vulsions occurring during ether narcosis in his 
experience of over 11,000 anzsthesias. All were 
seen during the last two and one-half years, though 
Pinson has been an anesthetist for nine years. The 
seizure comes on at any time during the anesthesia. 
It may continue until the end of the operation or 
longer or it may cease only to recur several hours 
later before the patient has regained consciousness. 

The convulsions begin with twitchings of the 
eyelids, face, or arms, and rapidly generalize. The 
onset is easily distinguished from ‘‘ether clonus” 
which is coarser and more rhythmical. Just before 
the convulsions start, the breathing usually becomes 
jerky, ventilation becomes poor, and there is per- 
sistent cyanosis. Soon the poorly co-ordinated 
respirations seem to overflow over the body in the 
form of generalized convulsions. The seizure may 
stop spontaneously or after treatment, or end in 
death. Five of the cases ended fatally. No history 
of epilepsy, chorea, or previous convulsions was 
obtained in any case. Ether by the bomb method 
was used in all. Nearly all of the patients were 
young persons with acute infection. In most of the 
cases the condition was preceded by difficult, in- 
sufficient, or stertorous breathing with cyanosis. 

Pinson attributes the convulsions largely to in- 
creased carbon dioxide in patients sensitive to it 
either naturally or as the result of toxemia or 

‘pyrexia. In his last six cases, in which the treatment 
was based on this assumption, the seizure was short 
or not generalized. The treatment is directed to- 
ward the prompt removal of excess carbon dioxide 
by removing coverings from the face, airing the 
room, relieving any obstruction of the air passages, 
and flowing oxygen toward the mouth. Recovery 
from anesthesia is allowed to proceed as tar as the 
stage of operation will allow. The success of the 
treatment depends on the promptitude with which 
the onset of convulsions is foreseen. 

Burton Crark, Jr., M.D. 


Flagg, P. J.: Intratracheal Inhalation: Prelimi- 
nary Report of a Simplified Method of Intra- 
tracheal Anzsthesia Developed Under the 
Supervision of Dr. Chevalier Jackson. Arch. 
Otolaryng.l., 1927, V, 394. 

There exists a real need for a simple intratracheal 
method of anesthesia. Intratracheal insufflation, 
because of its complexity, leaves much to be desired. 
Intratracheal inhalation furnishes a solution of the 
problem provided sufficient ventilation is secured. 


A conference with Dr. Chevalier Jackson led to 
experiments in his clinic to determine the diameter 
of the largest tube which may be intubated and 
permitted to lie within the cords for a period of at 
least two hours without producing undesirable 
symptoms. 

Jackson’s opinions are: “‘An infant a few months 
old can tolerate a 4-mm. bronchoscope which is 
about 5 mm. outside. In a child of 6 years, we use 
a 6-mm. bronchoscope, about 7 mm. outside. In 
an adult, we use a 9-mm. bronchoscope which is 
about 10 mm. outside. All of the breathing is done 
thiough the bronchoscope when a full size is used. 

“There is no reaction of any consequence in an 
operation of as long as two or three hours. There 
is vastly more reaction from the bubbling back and 
forth of the ether mucus when ether is given in the 
open method. 

“T am no authority whatever on the subject of 
anesthesia. When it comes to exposure of the 
larynx, visual examination and the reaction of the 
mucus, I feel confident to speak. 

““We have fully determined the matter of the size 
of your inhalation tube. The largest size catheter, 
38 F., will enter the larynx of a man; the next 
largest size, 32 F., will enter the larynx of a woman. 
Both of the foregoing are maximum sizes. It is 
possible that there may be an occasional patient in 
whom one would be a tight fit, but I do not believe 
that anv harm would be done by leaving a tube of 
the respective sizes in the larynx for two hours. 

“In some cases, 32 F. would be necessary for a 
man’s larynx, because of the glottis being somewhat 
less than the average man’s. In any case, a catheter 
of this size would pass an abundance of air for 
breathing purposes for any man. His oxidation 
should be perfect and his color good. 

“Of course, if you will use a tightly fitting rubber 
tube, no secretions will escape down around the 
tube into the trachea. I would regard it as wise 
always to aspirate the pharynx clear of secretions 
of all kinds before the inhalation tube is removed 
from the larynx. If this is not done, secretions will 
be aspirated into the larynx just as soon as your 
anesthesia tube is withdrawn. 

“Tt would be advisable to have the larynx of 
patients examined with a mirror before anasthesia, 
particularly in every case in which you expect to 
use your method of intubation. This will protect 
you against unjust criticism. Patients often have 
lesions unsuspected in the larynx. For instance, 
one cord can be paralyzed and yet the patient may 
have an excellent voice. The patient may also 
have tuberculosis, cancer, papillomata, or other 
lesions. Your tube will do no harm, but it should 
not be blamed for things it does not do. This 
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examination of the larynx with a mirror becomes 
doubly important in all cases of goiter because 
monolateral paralysis is often present and unsus- 
pected. I should think your method was especially 
indicated in cases of goiter, because of the fact that 
these patients every now and then die on the table 
from obstruction of the airway, due either to pa- 
ralysis or to some other condition. Your tube would 
make sure of a clear airway. 

“The ideas that you have submitted appeal to 
me strongly. In fact, I see a great future ahead for 
your tube, provided you develop smoothness and 
dexterity of technique as far as insertion is concerned. 

“Tn order that this method may come into use to 
the extent which it deserves, it will be necessary 
for the anesthetist to master the simple technique 
required to expose the larynx. I feel sure also that 
shortly after your methods are introduced someone 
will try to demonstrate that it is easier to introduce 
the tube by sense of touch similar to the manner of 
O’Dwyer. This will lead to disappointment, failure, 
and the discontinuance of the method.” 

The intratracheal method of anesthesia is pro- 
posed as a safe and efficient method with the single 
disadvantage requiring intubation by direct vision 
and the presence of the intratracheal tube in the 
mouth. 

The following advantages may be enumerated: 

1. The elimination of complicated motor-driven 
apparatus, manometers and devices for warming 
and heating the vapor; an operating field free from 
escaping insufflated vapor; an operative field free 
from anesthetic; normal respiratory rhythm and 
amplitude; conservation of carbon dioxide; ex- 
clusion of foreign matter such as blood and vomitus, 
and ability to maintain the lightest anesthesia. 

2. Complete control of artificial respiration by 
the simplest methods. 

3. A technique which makes available the main- 
tenance of anesthesia by ether, nitrous oxide and 
oxygen, ethylene or any combination of these 
agents. 

4. Protection from external pressure on the 
trachea. 

5. A method for operations on the nose and 
throat which gives a field resembling that offered 
with the use of chloroform, with the safety of a light 
ether anesthesia, and protection against the aspira- 
tion of blood. 

6. A field of practical asepsis for plastic opera- 
tions on the face. E. Suack.eton, M.D. 


Livingston, E. M., and Wertheim, H.: Brachial 
Plexus Block: Its Clinical Application. J. Am. 

M. Ass., 1927, |xxxviii, 1465. 
Blocking the brachial plexus was first described 
by Kulenkampff in 1911. Following initial reports 


on this procedure many complications and untoward 
effects were described such as deposition of the 
solution within blood vessels, injury to the pleura 
or lung, paralysis of the phrenic nerve, toxic mani- 
festations, and injury to the cords of the plexus. 
Because of these reports the method lost favor, but 
eventually the supraclavicular route of Kulenkampff 
became the accepted path of approach, the tech- 
nique became better standardized, and more favor- 
able reports were published. 

This type of anesthesia is of advantage because it 
is limited to the portion of the body to be operated 
upon, the vital centers being unaffected; it results in 
a physiological section of the nerves supplying the 
upper extremity and reduces shock to the minimum 
or prevents it entirely; and it preserves conscious- 
ness, which is an objective of clinical value, espe- 
cially when the operation is done for the repair of 
lacerated tendons of the wrist, under which cir- 


.cumstances the cooperative movement of the 


various muscles renders certain the identification of 
the structural units. Also after the reduction of 
fractures it permits the patient to go immediately 
to the X-ray room for a follow-up plate, and allows 
a secondary reduction without pain if further 
correction is necessary. 

The advantages of brachial block over local injec- 
tions at or below the elbow are that, as the site 
of the injection is away from lymphatic channels, 
there is less danger of passing the needle through 
infected tissue, and the tissues are not distorted or 
devitalized through the deposit of the solution at 
the site of operation. 

The authors review a series of 105 cases in which 
operation was performed under brachial plexus 
block. In 102 of these the operation was completed 
without additional anesthesia. The chief difficulty 
encountered was failure to obtain uniformly com- 
plete anesthesia. In the strict sense of the term, 
complete anesthesia is never obtained by any 
nerve blocking method; touch sensations always 
remain, the patient being conscious of manipulations 
at the operative field. For this reason, the psychic 
preparation of the patient and adequate prelimi- 
nary doses of narcotics are of unusual importance 
when brachial plexus anesthesia is to be used. 
Adequate doses of some synergistic drug, such as 
— or scopolamine, should be given prior to 
the block. 

Contact with the nerve trunks must be avoided. 
The operation must be delayed until the finger tips 
are insensitive to pain. An interval of fifteen 
minutes should be allowed after the injection 
before tests for anasthesia are made. The patient 
must be kept recumbent and under observation 
until the anesthetic effects have worn away. 

Jacos S. Grove, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Stephens, J. G., and Florey, H.: An Investigation 
Regarding the Immediate Effects of X-Rays 
on Living Animal Tissues. Brit. J. Radiol., 1927, 
XXxii, 159. 

Experiments conducted by the authors, which 
are described in detail, failed to demonstrate any 
immediate effects from roentgen radiation which 
might reveal the mode of action of roentgen rays on 
living tissue. A study of the blood pressure, respira- 
tion, splenic volume, and heart action showed no 
definite effect during prolonged irradiation. It is 
suggested that the contrary findings of other in- 
vestigators may have been due to electrical leakage 
instead of the action of the roentgen rays. 

Hartunc, M.D. 


Desjardins, A. U.: The Analgesic Property of 
Roentgen Rays. Radiology, 1927, viii, 317. 

Roentgen rays as well as ultraviolet rays are 
known to possess definite analgesic properties. 
Animal experimentation bearing on this subject is 
naturally meager since it is difficult to determine 
the degree of subjective sensation in animals. 
The studies of Swann, although incomplete, indi- 
cate that small doses of roentgen rays increase the 
irritability of nerves whereas larger doses dimin- 
ish it. Among the numerous clinical reports is 
that of Gocht (1897) who described a case of tri- 
geminal neuralgia and two cases of mammary cancer 
in which an apparently definite analgesic effect was 
obtained. 

In 1900, Stembo reported having cured by X- 
ray treatment twenty-one of twenty-eight cases of 
neuralgia. Many observers have noted that pruritus 
ani and pruritus vulve and the itching of chronic 
eczema are often promptly relieved after roentgen- 
ray treatments. In the radiotherapy of benign and 
malignant tumors the analgesic property of roentgen 
rays is a matter of daily observation. The anodyne 
action of the X-rays constitutes an indication for 
the use of irradiation not only in cases in which it 
may be expected to exert a marked inhibitory in- 
fluence on the tumor but also in advanced or hope- 
less cases in which the relief of pain is the only 
object of treatment. Unfortunately, we are not yet 
able to determine definitely beforehand which cases 
are likely to derive benefit. It is possible, however, 
to make certain broad generalizations. For example, 
pain due to the pressure exerted by a tumor on 
near-by nerves is commonly relieved by adequate 
irradiation ef the region occupied by the tumor. 
Pain due to pressure upon, or irritation of, nerve 


roots by contiguous metastatic foci is usually con- 
trolled by irradiation. Whether such control is 
permanent or only temporary does not seem to be 
absolutely dependent upon the subsequent behavior 
of the neoplastic process. 


MISCELLANEOUS 


Gauvain, Sir. H.: Discussion of Light Treatment 
in Surgical Tuberculosis. Proc. Roy. Soc. Med., 
Lond., 1927, xx, 805. 

Gauvain says that while heliotherapy will not 
cure all forms of surgical tuberculosis it is usually 
very beneficial in this condition. It should be em- 
ployed only to supplement other treatment. 

Treatment by light may be general or local or 
both, and the source of the light may be the sun or 
an artificial source or both. The best type of general 
light treatment in a given case will depend upon the 
nature of the patient’s response. 

In surgical tuberculosis, heliotherapy is more 
effective in the constantly changing conditions 
found in temperate climates than in the compar- 
atively stable conditions of tropical regions where 
the intensity of the light may be much greater. 
The superiority of sunlight over artificial light is 
due not so much to its intensity as to the variations 
in the character and intensity of the light supple- 
mented by changing external conditions not due 
directly to it. 

From his clinical experience Gauvain has learned 
that he may expect the greatest seasonal response 
in the spring and early summer. Progress becomes 
rapid provided stimulation is not increased beyond 
the patient’s capacity to respond. Given a minimal 
light value, the benefits of isolation may be ascribed 
more to the responses elicited by the shock of the 
varying stimuli (light and others) than to the inten- 
sity of the light. The optimum light value varies in 
different cases. 

Gauvain describes a practical method of supplying 
stimuli by the use of balconies with sliding roofs of 
vita glass. He believes that there is no evidence that 
the sum of the biological responses evoked will be 
similar in all persons irradiated by the same light 
under precisely similar conditions. The responses of 
different persons are most variable. A correct 
clinical estimate of the total effect produced is of 
greater value in the treatment than exact infor- 
mation as to certain reactions. At this stage of our 
knowledge, exposures to light should be gauged by 
the estimated power of response judged on the 
basis of clinical experience. 

Emir C. M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Jones, E.: The Breakdown of Hereditary Immunity 
to a Transplantable Tumor by the Introduc- 
tion of an Irritating Agent. J. Cancer Research, 
1926, X, 435. 


To demonstrate the part played by irritation in 
the results of tumor inoculation, the author per- 
formed experiments on mice. The mice were from 
three strains which had been used extensively in 
genetic experiments. They are designated as the 
“dilute brown,” the “black,” and the “albino.” 
The “dilute browns” are a very homogeneous strain 
which has been produced by close inbreeding since 
1909 and is 100 per cent susceptible to tumor inocu- 
lation. The “black” stock has been developed as 
a control group to Little’s X-ray abnormals. They 
are descended from Male 52 and Females 57 and 
58, and are designated as Lines C57 and C58. The 
“albino” stock, which was obtained originally from 
Bagg of the Memorial Hospital, New York, was 
inbred by Bagg and since then has been inbred by 
the author. 

Both the black and albino stocks have been used 
in numerous experiments as non-susceptibile con- 
trols, and no individual of either stock has ever 
grown the tumor progressively on simple inoculation 
only. 

The tumor employed arose spontaneously in the 
dilute brown strain and was diagnosed by Ewing 
as an adenocarcinoma of the mammary gland. In 
a preliminary experiment carried out by Little in 
1920, it was determined that this tumor grew pro- 
gressively in 100 per cent of the dilute browns into 
which it was inoculated. The albino stock and the 
black stock were proved non-susceptible. 

Undyed flannel which was shown to be pure wool 
by microscopic examination was used as the irritat- 
ing agent. It was cut into small pieces from 2 to 
4 mm. square and sterilized under 15 lbs. steam 
pressure for an hour. 

The mice were inoculated by the customary tro- 
car method, the tissue being placed in the axillary 
region. Ordinary conditions of asepsis were ob- 
served. Three modes of introducing the flannel were 
tried. In one, after the hair had been clipped on 
the side of the mouse and the area had been swabbed 
with an iodine-alcohol preparation, a small incision 
was made and the bit of flannel inserted subcu- 
taneously by means of sterile forceps. The tumor 
material was then introduced through the trocar, as 
close to the flannel as possible. In other instances 
this method was varied by introducing the tumor 
material first. In subsequent experiments, in order 
to insure the proximity of the flannel-and tumor 


tissue, the flannel was soaked in an emulsion of 
tumor in physiological salt solution and then placed 
in the trocar with a piece of tumor tissue, both 
being introduced simultaneously. 

The histological examination and inoculations of 
the induced tumors into different strains of sus- 
ceptible and non-susceptible mice indicated that 
growth of the original tumor was induced by the 
presence of the flannel and that the neoplasms were 
not growths of the host tissue. 

Freveric C. BANcrort, M.D. 


Carnett, J. B.: An Atypical Cancer of the Forearm, 
with a Discussion of the Biopsy Question. 
Surg. Clin. N. Am., 1927, vii, 243. 


Carnett reports the case of a laborer 24 years of 
age who, twenty months before his admission to 
the hospital, was spiked on the right forearm by a 
baseball shoe. The wound suppurated and then 
slowly increased in size. A physician was not con- 
sulted until a year later. A surgeon then advised 
amputation, but the patient refused to allow it. 
Biopsy at that time was negative for carcinoma. 

One month later, the extensive lesion had de- 
stroyed the extensor tendons. In the bottom of the 
ulcer, which bled easily and was surrounded by an 
elevated indurated skin margin, the radius and ulna 
were exposed. One small epitrochlear gland and 
several axillary nodes were palpable. An interesting 
feature of the case was the repeated negative find- 
ings on numerous liberal biopsies taken from va- 
rious places in the lesion. The microscopic examina- 
tion revealed only chronic inflammation, and the 
bacteriological examination was practically negative. 

An extensive débiidement of the entire ulcer 
surface was performed. This was followed by the 
surface application of radium without noteworthy 
result. The patient finally consented to amputation, 
but refused operation on the axillary lymph nodes. 
With the exception of one slide which was suspicious, 
microscopic examination of the excised ulcer failed 
to reveal evidence of malignancy. However, the 
epitrochlear lymph node found in the ampu- 
tated member showed metastatic squamous-cell 
carcinoma. 

Carnett concludes that the cancer in this case 
developed because of the prolonged suppuration, 
the latter acting as a chronic irritant to the epi- 
thelial edges of the wound. He believes that this 
case illustrates the fact that, like any other labora- 
tory report or clinical finding, the biopsy finding 
must be weighed carefully when it conflicts with 
other evidence. The usual cause of an error is 
faulty seiection of the biopsy material. In accessi- 
ble lesions of the skin or mucous membranes, it is 
better to make larger biopsies including a portion 
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of the ulcer, the margin of the ulcer, and a portion 
of the adjacent skin or mucosa. If proper safe- 
guards are used, the danger of favoring metastasis 
by opening up blood vessels and lymph channels is 
very slight. When the patient is anesthetized, the 
cautery knife is used. In the cases of conscious 
patients a sharp knife used gently with ethyl 
chloride anesthesia is satisfactory. 

When the diagnosis of cancer in deeper tissues is 
fairly certain, Carnett prefers to do the radical 
operation without running the tisk of making a 
biopsy. He believes that a biopsy done in a deeply 
situated cancer is dangerous. In cases of sarcoma, 
he usually avoids doing biopsies because of the 
large thin-walled sinuses, unless an immediate 
amputation is contemplated. The sum and sub- 
stance of his remarks is indicated in one sentence 
in which he says that in any doubtful ulcerative 
lesion a biopsy should be the first step to settle the 
diagnosis. It will settle the question of cancer and 
tuberculosis and may show evidence of syphilis. 
Prolonged delay in diagnosis and repeated weekly 
palpations of cancerous lesions are far more likeiv 
to result in the embolic spread of the cancer than is 
early resort to routine biopsy. 

Joun H. Gartock, M.D. 


Reinhard, M. C., and Tucker, K. L.: Botelho’s 
Reaction for Cancer Serum. J. Cancer Research, 
1926, x, 478. 

The authors tested Botelho’s serum reaction on 
samples of cancer serum, and sheep, hog, cattle, and 
rabbit serum. The proteins and amino acids were 
also investigated. The technique was as follows: 

The serum was diluted with an equal volume of 

hysiological salt solution. To 0.5 c.cm. of the di- 

Iu te solution there were added 2 c.cm. of 5 per cent 

citric acid, 1 c.cm. of formalin, water to make 100 

c.cm., and 7 c.cm. of a solution of iodine in potas- 

sium "iodide (iodine, 1 part; potassium iodide, 2 

parts; distilled water to make 210 parts). 

When the reaction is negative, the fluid remains 
clear. Positive reactions are evidenced by the for- 
mation of a dark red precipitate. 

Of the sera from fifty cancerous persons, eight 
non-cancerous persons, and five animals, all reacted 
positively. The precipitate which is formed de- 
pends upon the presence of serum albumin and 
serum globulin. Of the amino acids studied, only 
tryptophane reacted positively. 

Freperic W. Bancrort, M.D. 


Wollner, W.: The Results of the Treatment of 
Sarcoma in a Period of Ten Years (Ergebnis 
einer r1o-jaehrigen Sarkombehandlung). Beitr. 2. 
klin. Chir., 1926, cxxxviii, 39. 


In 1920, Schlegel reported that of eleven patients 
with sarcoma who were treated surgically at the 
Ludwigshafen Hospital, three (20 per cent) still 
remained cured after two and a half years, whereas 
of eight who were treated with the roentgen rays, 
six remained cured after one and three-quarters 


years. Wollner followed up the last-mentioned 
eight patients and found that three were still alive 
five, six, and seven years respectively after the 
completion of the treatment. The incidence of 
permanent cure was therefore 37.5 per cent, in con- 
trast to Kuettner’s figure of 30 per cent for cases 
treated surgically. 

In order to obtain further information with 
regard to the value of the roentgen rays in the 
treatment of sarcoma, the author investigated the 
entire material of the hospital for the past ten years, 
a total of sixty cases, in fifty-one of which the diag- 
nosis was confirmed by microscopic examination. 
Of the sixty patients, twenty-two are still alive. 
The shortest period of freedom from recurrence is 
one year. 

Of the twenty-one cases in which the treatment 
was exclusively ‘surgical and the diagnosis was con- 
firmed by microscopic examination, six (28.5 per 
cent) remained cured after five years. Among these 
there were four cases of bone sarcoma, including 
one of epulis. In cases of lymphosarcoma, no results 
were obtained by operation. Eighteen cases of sar- 
coma were treated with the X-rays alone and 
twenty-one by operation and roentgen irradiation 
combined. Of the twenty-seven cases which re- 
mained after subtraction of those which were in- 
operable and were given roentgen treatment, only 
five (18.5 per cent) remained cured after five years. 
The author explains this unfavorable result by the 
fact that in many of the cases of the series the 
prognosis was unfaverable (sarcoma of the perios- 
teum and the pelvic girdle) and by the probability 
that the previous exploratory operations which had 
been performed in some of the cases had an 
unfavorable effect on they results of the X-ray 
treatment. 

With regard to the roentgen dosage the author 
states that the original Seitz and Wintz dosage of 
from 60 to 70 per cent of the skin erythema dose 
was not rigidly adhered to, a practical middle value 
being used. Tumors such as lymphosarcoma and 
round-celled sarcomata were treated with low 
dosage (from 30 to 4o per cent of the skin erythema 
dose) and others were given from 60 to go per cent 
of the skin erythema dose. The pre-operative 
irradiation recommended by Schmieden and Kohler 
was not given. Postoperative treatment was ad- 
ministered in some cases of recurrence even when 
the primary tumor was uninfluenced by the X-rays, 
as it is known that recurrences and metastases often 
react better than the primary tumor. 

To supplement the treatment described, vaccine 
treatment and chemotherapy were given. 

With regard to the choice of operation or X-ray 
treatment, Wollner draws the following conclusions: 

1. Roentgen treatment is indicated definitely for 
all metastases and inoperable cases, lymphosar- 
comata, and sarcomata of the tonsils and thyroid. 

2. Roentgen treatment should be tried in all 
cases in which operation would be too destructive, 
as in sarcema of the skull, the sternum, and the 
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shoulder and pelvic girdles, and sarcoma of the 
soft tissues which is no longer localized. 

3. Operation is definitely indicated for all sar- 
comata of the upper and lower jaw, myelogenous 
sarcoma, chondrosarcoma, osteosarcomata, and 
the operable sarcoma of the gall bladder, breast, 


ovary, testicle, and kidney, and melanosarcoma. 


Kempr (Z). 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


McLeod, J. W., Wheatley, B., and Phelon, H. V.: 
On Some of the Unexplained Difficulties Met 
with in Cultivating the Gonococcus: The Part 
Played by the Amino-Acids. Brii. J. Exper. 
Path., 1927, viii, 

The continued introduction of new media for the 
growth of the gonococcus suggests that the prin- 
ciples underlying the cultivation of this micro- 
organism are ill understood. McLeod and his asso- 
ciates found it difficult to repeat the results obtained 
by Thomson or Vedder on their special media. 
After experiments with various types of media, 
the authors draw the following conclusions: 

1. The elements essential to the growth of the 
gonococcus appear to be: (a) some source of amino- 
nitrogen and of carbon; (b) salts such as are present 
in meat extract; and (c) a colloid which is capable 
of protecting the organism from undue concentra- 
tions of certain amino-acids and of enabling it to 
assimilate these and others. Blood heated between 
60 and roo degrees has proved far superior to other 
colloids tried in this respect. 

2. Unless the gonococcus is protected by suitable 
colloid it is inhibited even by peptone solution, for 
it is observed that growth occurs in the presence of 
much lower concentrations of colloid if the peptone 
is used in a concentration of % to '/1 per cent, rather 
than 1 or 2 per cent as is usually recommended for 
bacteriological media. 

3. On investigating the effect of amino-acids on 
the growth of the gonococcus, it is found that they 
are roughly classified into three groups: 

a. Amino-acids inhibitory in concentrations 
above o.5 per cent, irrespective of the amount of 
protecting colloid, but sometimes showing favoring 
effects in low concentrations, 0.05. to 0.2 per cent 
glycine, tryptophane, phenylalanine, and perhaps 
cystine. 

b. Amino-acids inhibitory only when small 
amounts of protective colloid are present and other- 
wise indifferent. 

c. Amino-acids which may be inhibitory in the 
presence of low concentrations of colloid, but which 
usually favor growth when more than o.25 per cent 
of heated blood is present in the medium, d-alanine, 
aspartic acid, and tawrine. The last, which is not 
an amino-acid in the true sense, shows the most 
powerful favoring effect. 

4. A mixture of amino-acids in which no single 
One is present in an inhibitory amount produces 


inhibition of growth owing to summation of in- 
hibitory effects, and in any case the gonococcus 
appears to be unable to utilize amino-nitrogen 
unless a certain ratio of blood, or equivalent colloid, 
to amino-nitrogen is maintained. 

If these conclusions are correct the failure of the 
gonococcus to grow on ordinary nutrient agar 
depends upon an unduly low ratio of suitable colloid 
to amino-nitrogen. Wi111aM J. Carson, M.D. 


Evojan, S.: Echinococcus Infection in the In- 
dustrial District of Baku (Die Echinokokkuser- 
krankungen im Industriebezirk Baku). Verhandl. d. 
1 Chir.- Kong. d. Transkaukasusgeb., Baku, 1926, 
p. 120. 


In the hospital at Balaitan sixty cases of echino- 
coccus infection have been treated in the last ten 
years. Eosinophilia is not especially characteristic 
of echinococcus infections as it occurs also in hepatic 
cirrhosis and acute hepatitis. The best biological 
test is the intradermal test of Ithurrato (only one 
= test in fifteen cases of echinococcus infec- 
tion). 

Of forty-five cases of echinococcus infection of the 
liver, eighteen were operated upon by the one-stage 
Lindemann method, with one death, and seven by 
the method of Delbet (partial resection) with pri- 
mary union. In twenty cases, the Posadas-Bobrow 
operation (injection of from 5 to 10 per cent for- 
malin solution) was done. 

Of six cases of splenic involvement, all were cured 
In five cases of echinococcus infection of the lungs, 
there were two deaths. In two cases of renal infec- 
tion, nephrectomy was followed by good recovery. 
Operation gave good results also in two cases of 
echinococcus infection of the pleura. The author 
draws the following conclusions: 

In the district of Baku, echinococcus infection 
constitutes 0.01 per cent of all surgical affections and 
affects most frequently the liver, spleen, lungs, 
and kidneys. Eosinophilia is of no significance in 
echinococcus infection. The intradermal test is 
best and should be investigated further. In the 
treatment, the Posadas-Bobrow method with forma- 
lin irrigations seems to be the best procedure as it 
permits primary closure of the wound. Kocu (Z). 


Melkonjan, G.: Echinococcus Infection in the 
Leninkan Hospital (Die Echinokokkuserkran- 
kungen nach dem Material des Leninkaner Kran- 
kenhauses). Verhandl. d. 1 Chir.- Kong. d. Trans- 
kaukasusgeb., Baku, 1926, p. 122. 


In a period of four years, thirty-seven cases of 
echinococcus infection were treated at the Leninkan 
Hospital. Thirty-six were operated upon with six 
deaths, a mortality of 16.6 per cent. The author 
explains the mortality by the fact that the popula- 
tion of the region is very backward and the cases 
therefore come for treatment late. Echinococcus 
infection is very widespread as the people live 
under conditions of filth and frequently in close 
association with animals. 


d 
ye 
1e 
of 
n- 
es 

th | 
he 
he 
g- 
n. 
re. 

is 
nt 
n- 
yer 
ng 
Its 
ar- 
nd 
on 
re- 
in- 
ily 
Ts. 
he 
the 
OS- 
ity 
iad 

an 
ray 
hor 
of 
ose 
lue 
und ' 
low 
ma 
ent 
‘ive 
aler 

ad- 
hen 
Lys, 
ten 
sine 
ray 

for 
sar- 
id. 

all 

ive, 

the 


396 INTERNATIONAL ABSTRACT OF SURGERY 


Twenty-four cases of hepatic involvement were 
operated upon in one stage, three in two stages, and 
two by the one-stage transpleural method. The 
Posadas-Bobrow operation was not performed. 

Of two especially interesting cases seen by the 
author, one was that of a young woman who had a 
small tumor on her neck and was suffering also with 
paraplegia. Caries of a cervical vertebra was sug- 
gested. The patient died. Autopsy showed an 
echinococcus cyst of the fifth cervical vertebra 
which compressed the spinal cord. In the other 
case there was an echinococcus cyst which the 
author believed to be a tumor. 

In the discussion of this report, GicoLow (Tiflis) 
stated that from 105 operations for echinococcus 
infection he has come to the conclusion that the 
so-called closed method is the operation of choice. 
He reported a case in which he operated for echino- 
coccus disease of the gall bladder. A fistula resulted 
and the patient died from asthenia. 

TocicicAER (Baku) reported an operation for 
echinococcus infection of the left submaxillary 
gland in a 13-year-old boy. 

Feporov (Leningrad) stated that in his cases of 
echinococcus cyst of the liver he performs a radical 
resection of the cyst with a portion of the liver or at 
least with the fibrous capsule. In one case he re- 
sected the entire left lobe of the liver with the cyst. 
If severe hemorrhage results he gives virocol. 

Sicenko (Baku) reported an operation he per- 
formed on a g-year-old girl with an echinococcus 
cyst of the liver. He removed part of the liver with 
the fibrous capsule and covered the suture line with 
a free transplant of omentum. Recovery resulted. 
He occasionally gives this patient fresh animal bile. 

Krzek (Erirrau) opposed the closed method; he 
uses only the open method. 

KoLjuBAKIN (Smolensk) advocated the closed 
method of operating. He cited a case of echinococ- 
cus infection of the thyroid gland which was oper- 
ated upon in the clinic of Razumowskij, and a case 
of his own of echinococcus infection of the anterior 
abdominal wall. 

FINKELSTEIN (Baku) stated that echinococcus 
disease is a common condition in the Caucasus and 
must be strongly combated. He cited a case of 
echinococcus infection of the pancreas and two cases 
of infection of the vertebral column in which he 
operated. 

ZULNKIDZE (Tiflis) cited a case of a patient with 
echinococcus disease of the frontal region of the 
brain who was operated upon by him and recovered. 

Grozpowa (Tiflis) referred to two cases of 
echinococcus disease seen at the Tiflis clinic—one 
with multiple cysts of the abdominal cavity, and the 
other with obstruction of the bile passages by a 
piece of chitinous material from the purulent 
echinococcus cyst. 

NAPALNIKOW (Rostow) stated that in his opinion 
the fibrous capsule of the cyst should be removed as 
thoroughly as possible as it is not impassable by the 
echinococcus. (Z). 


Ter-Nersesov, G.: The Present Status of the Ques- 
tion of Echinococcus Disease and Its Surgical 
Treatment (Ueber den gegenwaertigen Stand der 
Frage der Echinokokkuserkrankungen und _ ihre 
operative Therapie). Verhandl. d. 1 Chir.- Kong. d. 
Transkaukasusgeb., Baku, 1926. 


For a long time it has been believed that most of . 


the cases of echinococcus disease in Soviet Russia 
have occurred in the Caucasus. This belief has 
recently been confirmed by statistics from two large 
hospitals in Tiflis. In one of these hospitals there 
were 105 operations for echinococcus disease among 
8,815 operations during the course of fifteen and a 
half years, a percentage of 1.2. In the other hos- 
pital the corresponding percentage was 1.13. In 
the Transcaucasus, echinococcus disease was found 
in 1.19 per cent of cases coming to autopsy. In Len- 
ingrad, this percentage was 0.25; in Moscow, 0.35; in 
Odessa, 0.78; and in Nowoéerkask, 1. 

The author reviews ninety cases of echinococcus 
disease of various organs which he operated upon 
in a period of fifteen years. The parts of the body 
involved in these cases were the liver in sixty 
(thirty-seven females, twenty-three males), the 
spleen in five (four females and one male), the ab- 
dominal cavity in eight (six females and two males); 
the thoracic cavity in five, the thyroid gland in 
three, the muscles in seven (six females and one 
male), and the bones in two (one female and one 
male). 

As yet, no pathognomonic sign of echinococcus 
disease is known. Of the laboratory methods of 
diagnosis, those which are used most commonly are 
the Bordet, Gengout, Gredini, and Weinberg tests, 
but these give a positive result in only about 50 
per cent of the cases. Especially when an eosin- 
ophilia is present, a negative result does not neces- 
sarily indicate absence of the condition. More- 
over, a positive reaction may persist for a long time 
(up to ten years) after removal of the echinococcus 
focus. 

Of much greater significance are the intradermal 
reaction of Casoni and the subcutaneous test of 
Pontano. These tests are more accurate than the 
Weinberg test. In the author’s cases the Casoni 
test resulted in a correct diagnosis in 84 per cent of 
the cases; the Pontano test, in 66 per cent; and the 
Weinberg test, in 50 per cent. Eosinophilia shows 
a positive result in only 20 per cent of the cases. 
Roentgenography and roentgenoscopy with pneumo- 
peritoneum are regarded by the author as methods 
of value in the differential diagnosis of echinococcus 
disease of the abdominal cavity. 

Most widely distributed is the hydatid form of 
echinococcus. The alveolar form is less well known 
in the Caucasus. Ninety per cent of the patients 
with echinococcus disease of the liver complained of 

ain in the right hypochondrium, palpitation of the 
fone, etc. The hydatid whirring was noted by the 
author in only three cases. 

The Weinberg test was done in eighteen cases 
and was positive in eight. When the Wassermann 
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reaction was positive the Weinberg reaction was 
also positive. 

In fifty-one cases of echinococcus disease of the 
liver, the puncture was made shortly before opera- 
tion. In nine cases in which it was made from one to 
several days before the operation there were three 
deaths. General anesthesia was used in fifty-seven 
cases and local anesthesia in six. 

In sixty cases of echinococcus disease of the liver, 
the following operations were performed: one- 
stage marsupialization in thirty-two; two-stage 
marsupialization of Volkmann in two; with rib 
resection, through the diaphragm (Trojanow) in 
twelve; the Bobrow-Posadas procedure in ten; and 
total resection of the cysts with a portion of the 
liver (in one case also with the gall bladder) in five. 
Forty-seven of the patients recovered and ten died. 
The others could not be traced. 

In the ten fatal cases the cause of death was 
pleural empyema with pneumonia in six cases, 
diffuse suppurative peritonitis in two cases, dys- 
entery in One case, pneumonia in one case, and 
suppurative angiocholitis in one case. In three of 
these ten cases the puncture was made a few days 
before the operation. Ameebic dysentery, which is 
very common in the Caucasus, is suggested by the 
author as the cause of the suppuration of echino- 
coccus disease of the liver. 

The author has had also five cases of echinococcus 
disease of the spleen. In three of these, splenectomy 
was done; in one, a marsupialization; and in one, a 
resection. The patient treated by resection almost 
died from hemorrhage. The author concludes that 
in echinococcus disease of the spleen, splenectomy 
is the operation of choice. 

In addition, the author had eight cases of echino- 
coccus disease of the abdominal cavity. In two 
cases, the condition was in the ileocecal region; in 
four cases, in the right half of the abdomen; and in 
one case, in the left half of the abdomen and the 
lesser pelvis. In one case the entire abdominal 
cavity showed echinococcus cysts. Seven of the 
patients recovered after the operation and one 
died. Partial extirpation and marsupialization was 
the operation of choice. 

There were five cases of echinococcus disease of 
the lung. This is believed to be usually primary. 
Primary cysts of the pleura are very rare. The 
operation of choice was the one-stage operation 
with rib resection first. The lung is fixed with a few 
catgut sutures, 


There were three cases of echinococcus disease 
of the thyroid. In none of these was the diagnosis 
made before operation. In one case there developed 
during the operation a severe asphyxia which 
necessitated tracheotomy. The operation consisted 
in marsupialization. 

In seven cases, the muscles (iliopsoas, biceps, pec- 
toralis major, etc.) were affected by the echino- 
coccus disease. Extirpation was done in five cases 
and marsupialization in two. 

The author reports also several cases of echino- 
coccus disease of the bones. When the condition is 
localized in the vertebre the prognosis is especially 
unfavorable. In one case the tenth rib was affected; 
extirpation far into healthy tissue resulted in a 
cure. In another case the third lumbar vertebra 
was involved, and the patient complained also of 
sciatica and an abdominal tumor. Extirpation of 
the cysts by laparotomy resulted in a complete 
cure. Kocu (Z). 


Strunnikov, A.: The Operative Treatment of 
Echinococcus Disease (Zur Frage der operativen 
Therapie der Echinokokkuskrankheit). Verhandl. 
d. 1 Chir.- Kong. d. Transkaukasusgeb., Baku, 1926. 


In cases of echinococcus disease the author has 
operated for the past fifteen years according to the 
method of Posadas or the so-called second method 
of Bobrow, except that, after evacuation of the 
fluid contents and removal of the chitin lining, the 
cavity is carefully scraped out with a sharp curette 
and then swabbed out twice with formalin. The 
edges of the wound are then sutured with a con- 
tinuous catgut suture and the ends of the suture are 
tied together so as to decrease the size of the cavity 
somewhat. The line of suture is peritonized with 
free transplants of omentum and then fastened to 
the abdominal wall by deep sutures which include 
also the tissues of the affected organ. 

In all of the twenty-seven cases operated upon 
in this manner the convalescence was entirely 
normal. The liver was involved in twenty-two 
cases, the lung in one, the spleen in two, the kidney 
in one, and the mesentery in one. 

The author believes that this method, known as 
the “Posadas-Orlow method” is the best. Un- 
fortunately, however, it cannot be applied to every 
case. It is inapplicable when there is hemorrhage 
from the cyst wall, when infection of a purulent 
character is present, and when the connective 
tissue capsule is extensively calcified. Kocu (Z). 
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